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for the epileptic...calm without the sto 


Tridione, Abbott's new synthetic drug, has been shown by clinical tests 

to be effective in the treatment of petit mal seizures in which other drugs 
have proved ineffective. @ In one series of tests! Tridione was given to a gr 
of 50 patients subject to petit mal, myoclonic or akinetic seizures not helpe 
by previous medication. In a period of days to weeks, these seizures ceased 
in 28 percent of the cases, were reduced to less than one-fourth 

of the usual number in 52 percent, and were little affected in 20 percent. 
In several patients the seizures once stopped did not return 

when medication was discontinued. Tridione also has had a beneficial effec! 
in the control of psychomotor seizures in a certain proportion of cases.? 
@ Tridione is supplied in 0.3-Gm. capsules in bottles of 100. 

Literature on Tridione will be mailed on request. 

Aspott Lasoratories, North Chicago, Illinois. 


TRIDIONE 


(3,5,5-trimethyloxazolidine-2,4-dione, Abbott) 


, W.G. (1945), Petit Mal Epilepsies: Their Treatment With Tridione, J. Amer. Med. Assn., 129:1069, Decemly 
(1946). Effect of Tridione in the Control of Psychomotor Attacks, J. Amer. Med, Assn., 130:565. Mat 
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The Diarrheas and the General 
Practitioner 


By CHARLES W. HOCK, M.D.* 
Chicago, Illinois 


|e is abnormal frequency and 
liquidity of fecal discharges (Hip- 
pocrates). It is a symptom, not a 
disease. It may be acute or chronic. 
Sirce its causes are many, the methods 
for diagnosis are varied. Cytologic, 
bacteriologic, and chemical analysis of 
the stool are often of great importance 
in establishing the cause. 

The history is of importance in diag- 
nosis, Diarrhea in several members of 
the family or of a community requires 
that an infectious cause be excluded. 

In patients having acute episodes, a 
careful inquiry into allergic history has 
to be made. A functional type of diarrhea 
should be suggested by a history of 
exacerbations of symptoms when the in- 
dividual is subjected to states of tension, 
anxiety, and mental conflict. History 
concerning traveling has always been 
very important but has now reached the 
point of being absolutely essential since 
portions of the populations have traveled 
all over the world in recent years. 

Bowel movements are likely to occur 
after ingestion of food in all infectious 
or inflammatory diseases of the bowel. 
Although history is of great importance 
in making a correct diagnosis, it is 
only a help and cannot be relied on in 
identifying the diarrheas etiologically. 

In order to determine the etiology, the 
practitioner must resort to more exact- 
ing methods of diagnosis such as rectal 
and sigmoidoscopic examinations, the 
microscope, the culture tube, X-Ray, and 
perhaps other laboratory aides. Sigmoido- 
scopic examination is available only to 
those practitioners who are acquainted 
with the use of the instrument and the 
various. pathological pictures, but the 
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digital examination is available to all. 
The digital examination is of enormous 
value in the diagnosis of organic lesions 
in the pelvis or cul-de-sac. Chronic 
diarrhea may be caused occasionally by 
‘pelvic appendicitis,” periappendiceal 
abscess, pelvic inflammatory disease, 
obstruction at or near the rectosigmoid 
or by other extracolonic lesions, Rectal 
examination is of great value in the 
exclusion of a malignant lesion of the 
rectum or a stricture due to lympho- 
pathia venereum, carcinoma, or ulcera- 
tive colitis. In ulcerative colitis, one may 
occasionally note a change in the charac- 
ter of the mucous membrane which can 
be felt by the palpating finger. Other 
procedures necessary to separate the 
diarrheas are the use of strictly lab- 
oratory methods. The practitioner may 


‘carry out many of these procedures in 


his office whereas others will usually 
have to be carried out in nearby labora- 
tories, hospitals or in the laboratories 
of the State Health Department. The 
Health Departments of many states will 
furnish aid to the practitioner, especially 
in matters of stool examination for 
parasites, agglutinations and blood cul- 
tures of certain types. 


A diagramatic scheme of the most im- 
portant procedures to be carried out when 
a particular type of diarrhea is sus- 
pected follows. This is only schematic 
as some cases will require the perform- 
ance of several examinations in order 
to make a correct diagnosis. 


The treatment of acute diarrhea should 
be symptomatic because the diseases 
are usually self limiting. First considera- 
tion is given to the exclusion of the “‘sur- 
gical abdomen’’ in the more severe 
cases. Laxatives are withheld until ap- 
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pendicitis and other acute surgical con- 
ditions are excluded. The patient should 
be put to bed and in no case should food 
be allowed for 24 hours. If there is vom- 
iting, the stomach should be washed 
with an alkaline solution. If the attack 
has followed the eating of infected or in- 
digestible food, castor oil or a rapid 
acting saline laxative is advisable but 
is not necessary if the patient has been 
freely purged as a result of the disease. 


History and 

Physical 

Bacterial Studies and 
Animal Inoculation 


Food Poisoning 


| 
| 


Bacillary Dysentery 


* 


Amebic Dysentery 
Typhoid Fever 
Cholera 

Parasitic Infestation 
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Arsenic Poisoning 
Bichloride of Mercury Poisoning 


| | | 


Uremia 

Fecal Impaction 

Chronic Ulcerative Colitis 
Regional Enteritis 


Pernicious Anemia 


| P| | S| 


Carcinoma of the Colon 
Hyperthyroidism 


™* 


If the pain is severe, 20 drops of lau- 
danum and one dram of spirit of chloro- 
form may be given. This therapy is not 
advised by some because opium and its 
derivatives increase the spasm in the 
already spastic intestines. Drugs that 
help to relieve the spasm are the bar- 
biturates and belladonna. It is advisable 
to give phenobarbital gr. %, tincture 
belladonna minims X or extract of be!- 
ladonna, gr. % to %, every four hours 


ed 
4 Sigmoidoscopic 
Chemieal 
Studies 
Fecal Fat and 
Enzymetic Studies 
| 4] Agglutinations 
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Cirrhosis of the Liver 
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Pancreatic Disease 
Pellagra 
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Sprue 


* 


Leukemia 
Addison’s Disease 


Congestive Heart Failure 


Tuberculous Peritonitis 
Intestinal Neurosis 
Achlorhydric Diarrhea 


| | | 
* 
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while awake. It is not well to check the 
diarrhea unless it is profuse .If persist- 
ent, the aromatic chalk powder or large 
doses of bismuth, gr. XXX may be given. 
If dehydration is severe, it may be ne- 
cessary to give parenteral fluids. Noth- 
ing but warm tea, strained broth, cereal 
gruel or albumin water should be given 
the patient for first nourishment. When 


warm liquids are well tolerated in small 
quantities, the diet may be increased 
gradually to include gelatin, jello, 
cooked cereals, simple puddings, soft 
eggs and other soft foods. 

The treatment of the chronic diarrheas 
is too involved to mention at this time 
and each must be handled according to 
the etiological cause. 


A Scale for Determining Heart Rate 


in Electrocardiograms 
By H. E. EDERSTROM, Ph.D.,* Columbia, Missouri 


N THE analysis of electrocardiograms 
it is often important to determine the 
heart rate fairly accurately. A com- 
mon but inaccurate method is to find 
the number of beats in a six-inch space, 
and multiply by ten. Many other devices 
have been suggested, and a scale similar 
to the one illustrated here, but based 
on a. different time interval, was 
published by Kobro.1 


The scale in Figure I is a simple but 
convenient device for measuring the 
heart rate from any record that shows 
feur QRS complexes, and whose calibra- 
tion is the usual one of 1 millimeter—= 
.04 seconds. To determine the ventricular 
rate, place the arrow at the left on 
the first R wave, then find the location 
of the fourth R wave on the scale, which 
then gives the rate per minute. The 
same procedure can be used for the 
P waves, should the auricular rate 
be desired. 


*Department of Physiology & Pharmacology 
School of Medicine, University of Missouri 
Columbia, Missouri. 
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lst R wave here 


The scale illustrated has been used 
by the author for some time, and it 
has proved to be a simple and reason- 
ably accurate device for determining 
heart rates in electrocardiogram analy- 
sis. Moreoever, only a relatively short 
strip of record is necessary to make 
the rate determination.. 


References 


. Krobro, M.: Ein praktisches Lineal 
zur Frequenzbestimmung im Elektro- 
kardiogramm, Acta Med. Scandinav. 
106:57, 1941. 


Discussion 


I think the idea is all right and will 
certainly work if the camera motor in 
the electrocardiograph is uniform in 
rate. Unfortunately, such motors do not 
always run uniformly. 

The report is interesting, but a note 
should be attached to warn the reader 
to make certain that his camera is func- 
tioning properly. — G. E. Burcu, M.D., 
Tulane University School of Medicine. 
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Read rate from 4th R wave here 


Fig. I.—Scale for determining heart rate in electrocardiograms. 
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HE progress of anesthesia during 

recent years has been so varied and 
rapid, that it has become a real task for 
that busy anesthetist, not attached to the 
larger University centers, and associated 
only incidentally with other anesthetists, 
to keep applied to his daily drive some 
of the newer practices proven by time and 
experience: This paper claims for itself 
nothing new, but reviews ordinary steps 
in anesthesia. No details of technical 
procedures are given because its purpose 
is to remind the anesthetist to do some 
of the things which he knows about al- 
ready, and not to tell him how to do them. 


Operating Room Accessories 

Every operating room, organized for 
the safe and adequate administration of 
anesthetics will possess within it, or be- 
side it, a fully equipped cabinet of anes- 
thetic supply materials. This will carry 
constantly all attachments, parts and sup- 
plies of the anesthetic machines, and 
will include equipments used in intra- 
tracheal anesthesia, suctions, airways, 
and so on. It will contain also, in properly 
classified and organized arrangement, 
ampoules, solutions, syringes, needles, 
connections or other possible needs in 
emergent or other procedures such as 
intravenous therapy and blood trans- 
fusions. 

Staff Positions 

The ideal operating room set-up will 
provide “an exact place for every mem- 
ber of the staff from the surgeon to 
the junior nurse, so that should an an- 
esthetic emergency occur there will be 
no delay in applying all the necessary 
restorative procedures. A suitable chart 
sketch of this organization will be posted 
in plain view of the staff members 
concerned. 

Balanced Anesthesia 


There is much value in the use of 
‘‘Balanced’”’ gas or intravenous anes- 
thesia to stage 2 or stage 3, when the 


Commonplace Reminders to the 
General Anesthetist 


By G. D. STANLEY, M.B. 
Calgary, Alberta, Canada 
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| 
main anesthetic procedure depends upon | 


intraspinal agents. Cyclopropane and | 
sodium pentothal are usually the choice. 
The so-called Balance includes also the 
individually selected preoperative seda- 
tion. In all abdominal surgery where an 
intraspinal agent is selected, the B»!- 
anced anesthesia is almost routine in the 
anesthetic section of the Calgary Asso- 
ciate Clinic. The elimination from the 
patient of the psychic factor alone is of 
definite worth in all cases and of incai 
culable value in many cases. Certainly 
it often promotes the emotional equa- 
nimity of the surgeon and his staff; in 
which case a little Balance will prove a 
commendable investment to all concerned. 


Cyclopropane Dangers 

When the familiar fibrillation in the | 
cardiac rhythm presents itself during 
the administration of cyclopropane, it 
is well to turn off the cyclopropane 
and substitute ether vapour for a few 
minutes. The regularity of the rhythm is 
soon restored and the cyclopropane may 
be resumed safely. Some capable anes- 
thetists preach resolutely the ‘“‘all- 
sufficiency’’ of cyclopropane and scorn 
the addition of ether vapour. Besides 
the merit just claimed for the added 
ether, the writer believes a little ether 
vapour mixed with cyclopropane 
makes the latter much more effective 
when muscular relaxation is called for 
and does so without any ‘‘soaking’’ re- 
sult as far as depth of anesthesia is | 
concerned. 







Continuous Spinal Anesthesia 


Continuous or serial intraspinal anes- 
thesia which employs solutions of novo- 
caine, the least toxic of the cocaine 
derivatives, in very small doses which 
are repeated only when most of the 
anesthetic and toxic effect has been 
eliminated, is the alternative answer to 
the vaunted superiority of the large 
single intraspinal dose of nupercaine in 
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abdominal operations of extended duration. 

The reader will recall that the toxicity 
of nupercaine. demands such dilution 
that 15ec. or 20cc. of the solution must 
be injected intraspinally’ to get a de- 
sirable anesthetic effect. This injected 
quantity in turn requires certain postural 
nanipulations of both patient and equip- 
ent to direct, actually, or theoretically, 
he height of the anesthesia and the 
ntrol of its toxicity. Continuous intra- 
inal simplifies the entire and knotty 
soblem of prolonged anesthesia when 
eded and removes most of the risk 
aitached to the use of cocaine and its 
derivatives. 


= 3 


“emo 


Cesarean Section 


In cesarian section the anesthetic of 
choice is local block and _ infiltration 
with novocain and, as the operation 
proceeds, balanced with cyclopropane in- 
halation only and as limited in duration 
and depth as indications demand. Fur- 
ther, there should be no morphine in 
the pre-operative sedation; in fact, the 
less of any sedative drugs used, the 
better for both the unborn baby and 
the mother herself. In case the surgeon 
does not handle local anesthesia success- 
fully, continuous or serial intraspinal is 
the choice of substitute procedure. Ether 
should not be used. 

The tendency of the honest anesthetist 
is to over-wait the exact periodic times 
for additional fractional dosages. It is 
better to keep ahead of the restlessness 
or muscular rigidity which indicates the 
passing away of the anesthesia esta- 


blished by the last fractional dose. Any 
| sweating or moisture on the patient’s face 


or body is a warning, usually occurring 
immediately in advance of the other signs 
of failing anesthesia mentioned, and calls 
for the additional dose of anesthetic 
agent forthwith. 


Morphine Intravenously 

Intravenous morphine is used under 
various circumstances, but it is particu- 
larly helpful when a patient, who is 
to receive intraspinal anesthesia, arrives 
at the operating room and has not re- 
sponded sufficiently to his pre-operative 
sedation. The morphine may be ad- 
ministered intravenously, slowly and in 
small and divided doses, extending grad- 
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ually over several minutes until the usual 
signs of, proper sedation appear. 

Curare gives no sedative or anesthetic 
effect, but does have a definite anti- 
spasmodic effect on muscular tissues, 
when such action is required. In the 
writer’s opinion curare is better given 
in smaller and repeated doses rather 
than in the single larger dose recom- 
mended by come authorities. Curare’s 
danger lies in the possible depression 
of the respiratory system. In this con- 
nection when an inhalation anesthesia 
is to be used in conjunction with the 
administration of curare, the safest agent 
to use is cyclopropane, and the least 
safe is ether. 


‘Bronchoscopy 


Bronchoscopic examination or treat- 
ment is always a problem for both the 
laryngologist and the anesthetist, whether 
the case concerned presents atelectasis, 
bronchiectasis, asthma, tumor, or for- 
eign body. Local anesthesia alone may 
suffice the first time but bronchoscopy 
becomes a distressing undertaking when 
it has to be repeated. In this Clinic, the 
combination of local anesthesia and intra- 
venous sodium pentothal is the prefer- 
ential method in all bronchoscopic work. 
The risk of over-depressing the respira- 
tion (when sodium pentothal is given 
intravenously in association with a con- 
tinous flow of oxygen into the lung 
through the oxygen tube of the broncho 
scope), is less to be shunned than the 
anoxemia frequently induced by laryn- 
geal spasms under local anesthesia alone. 
The absence of the psychic element un- 
der pentothal and particularly: in those 
patients who are to receive repeated 
treatments, is an asset of definite value 
to the operating team. 


Perineal Surgery 


The anesthetist carries an important 
responsiblity in connection with perineal 
or pelvic floor surgery. There is always 
a very considerable loss of blood even 
under the most favourable circumstances 
and the risk classification is usually ‘‘C’’ 
or worse. Frequently, the patient is past 
middle life and has some hypertension. 
These circumstances will determine sev- 
eral choices from the anesthetist’s view- 
point. 1. He will choose to avoid an in- 
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traspinal because it might contribute 
another factor in lowering the blood pres- 
sure, which the unavoidable loss of blood 
is bound to bring down sooner or later; 
2. he will sedate the patient well pre- 
operatively and use cyclopropane as the 
agent of choice. Usually it is surprising 
how effective a 3-stage anesthesia with 
cyclopropane will relax the patient and 
keep her so throughout; 3. the anesthet- 
ist will find it well to be prepared in 


all cases to transfuse blood without an 
loss of time. The writer prefers to give 
transfusion as a routine in all such 
cases, starting early and continuing 3 
indicated throughout the operation; 4. i 
for any reason, for instance in vagina 
hysterectomy, the surgeon urges the us 
of intraspinal anaesthesia, the anesthet 
ist will choose continuous or serial : 
traspinal as the preferential procedur 
Calgary Associate clinic. 


X-Ray Treatment of Goiter 


By K. F. NAGELSCHMIDT, M.D., Manchester, England 


—— 1903, I have treated more than 
\/ 3000 cases of goiter with x-ray 
therapy. 


Our lack of knowledge of the funda- 
mentals of thyroid function and the limit- 
less variability of the course and 
symptomatology of its disease, makes 
any scientifically based classification 
illusionary. The inter-relation of thyroid 
with the rest of the endocrine system and 
the fact that practically any symptom 
may appear during the course of the 
disease raises dysthyreosis above the 
level of a topical thyroid disease and 
requires consideration of the patient as 
a whole. 


It is obvious that any routine procedure, 
whether it is surgery, x-ray treatment 
or iodine medication may lead to failure. 


The thyroid offers special advantages 
for x-ray therapy: Diseased gland tissue 
is especially sensitive to x-rays and the 
superficial situation of the gland makes 
inspection, palpation, auscultation and 
the exact direction of the x-ray beam 
easily possible. Yet it must be kept in 
mind that part of the gland may be 
hidden under the sternum, which may 
be verified by diagnostic x-ray, and that 
ectopic gland tissue may exist in the 
thymus, tongue, neck or farther away in 
long bones, or in the spine. Such cases 
may account for failure of local therapy 
when confined to the normal site of the 
gland. 
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Dosage 

Much smaller doses than advocated i 
many papers are sufficient to secure goo 
and lasting cures in most cases, espe 
cially in fresh, acute, or highly toxi 
cases. The destructive dosage is onh 
needed in a minority of cases with spe 
cial histology, of long standing, and malig 
nant tumors. 

Post-irradiation complications usua 
occur when routine technic has bee 
given. They can be avoided by individ 
ualizing the dosage; especially by giv 
ing no bigger dose than required in eac 
special case. Esophagitis, tracheitis| 
laryngitis, post-irradiation myxede 
and skin lesions should never occu 
except in malignant tumors. 

Irradiation of the thymus and pitui 
tary accelerates the healing process a 
also seems to prevent recurrences. 

Recurrences after surgical removal 
offer difficult technical problems 
account of adhesions and scar tiss 
interference. Lesions of the skin scé 
after operation yield easily to diather 
treatment. Post-operative myxedema i 
frequently cured by diathermy stimul 
tion of the rest of the gland, if this i 
not atrophied completely. 

Malignant exophthalmus, which for 
merly occurred post-operatively and let 
to the loss of one or both eyes, has los 
much of its menace since all cases s 
far treated with x-ray to the pituita 
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have recovered without 
damage to the eye. 


Contraindications to Surgery 


In cases where surgery is contrain- 
dicated, as in advanced cases, severe 
cases refractory to iodine premedication, 
when the gland has grown backward 
and has invaded the post-esophageal 
or retrotracheal space, has grown on the 
vagus recurrent nerve or has become 
malignant, x-ray is the only available 
means to cure or alleviate the symptoms. 


irreparable 


Basal Metabolic Rate 
The basal metabolic rate is one of 
the most constant signs of hyperthyroid- 
ism and, if sub-normal, of myxedema. 
In general, the basal metabolic rate 
a responds promptly to x-ray treatment 
but often there is a lag of time. The 
basal metabolic rate, alone, is not 
diagnostic. 
Relief of Symptoms 
One of the greatest difficulties is 
caused by the efficiency of the x-ray 
treatment. The relief of symptoms is 
so thorough and so painlessly achieved, 
that patients consider themselves healed 
and fail to return for further treatment. 
Palpitation and tremor as well as sweat- 
ing subside, in most cases, in a few days. 


Advantage of Flexibility 

In a doubtful case, we can give a cau- 
tious dose and wait a day or two for the 
effects, and then proceed in sufficient 
safety. 

Clinical deliberations make it appear 
that at least in a majority of cases, the 
goiter is only secondary, or a compensa- 


tory reaction showing. insufficiency of 
the thyroid. 


The small x-ray doses, required in 
most cases, can ‘hardly be considered 
more than a stimulating dose. The time 
interval between irradiation and clinical 
improvement is too short to provoke any 
histologic change. 

Patients who do not respond to iodine 
administration, or those who become 
worse, are especially bad surgical risks. 
These may be readily detoxified by 
roentgen therapy. X-ray treatment does 
not cause surgical difficulties by form- 
ing sears and increased hyperemia. The 
palpable and subjective throbbing of the 
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glands subsides promptly after x-rays 
and the hyperemia is reduced. 


Conclusions 


1. With adequate dosage, x-rays have 
a specific effect on the diseased thyroid 
gland. The symptomatic response may 
be immediate. The sequence in which 
the various symptoms respond to this 
treatment vary and also the duration of 
the treatment accordingly. 


2. It is possible that on the whole less 
treatments would be necessary than have 
actually been given. A number of pa- 
tients have avoided treatment after the 
first successful series. When they later 
appeared, it was found that some of the 
symptoms at first persisted for weeks, 
then gradually disappeared after vari- 
ous periods without further treatment. 
Our knowledge is not advanced enough to 
state beforehand which symptoms may 
be allowed to persist for weeks without 


subjecting the patient to new x-ray treat- 
ment. 


3. Theoretically, the treatment should 
be carried through until the symptoms 
have all disappeared. The radiologist 
should not allow himself to be induced 
to an enforced treatment or obtain a 
quick and complete healing. If he gives 
way to such tendencies, he may be sur- 
prised to face varying degrees of myxe- 
dema within six months or a year. 

The basal metabolic rate is fallacious 
at times. One should never attempt to 
treat a thyrotoxicosis until the basal 
metabolic rate is normal as it is some- 
times very slow to return to normal. 

4. The end results are excellent within 
the limits of clinical possibilities. 

5. Danger of x-ray treatment to life 
is non-existent. 

6. Danger of producing hypothyroidism 
or damage to the parathyroids or neigh- 
bouring tissues is very remote, except 
in cases of malignancy. 


7. Every case should first be treated 


by x-rays including the especially malig- 
nant cases, 


8. In cases of long standing, myxedema 
may represent the final stage of involu- 
tion caused by 

a) Spontaneous exhaustion of the epi- 

thelial cells through long, persis- 
tent overfunction before treatment. 
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traspinal because it might contribute 
another factor in lowering the blood pres- 
sure, which the unavoidable loss of blood 
is bound to bring down sooner or later; 
2. he will sedate the patient well pre- 
operatively and use cyclopropane as the 
agent of choice. Usually it is surprising 
how effective a 3-stage anesthesia with 
cyclopropane will relax the patient and 
keep her so throughout; 3. the anesthet- 
ist will find it well to be prepared in 


all cases to transfuse blood without any 
loss of time. The writer prefers to give 
transfusion as a routine in all such 
cases, starting early and continuing as 
indicated throughout the operation; 4. if 
for any reason, for instance in vaginal 
hysterectomy, the surgeon urges the use 
of intraspinal anaesthesia, the anesthet- 
ist will choose continuous or serial in- 
traspinal as the preferential procedure. 
Calgary Associate clinic. 


X-Ray Treatment of Goiter 


By K. F. NAGELSCHMIDT, M.D., Manchester, England 


as 1903, I have treated more than 
\7 3000 cases of goiter with x-ray 
therapy. 


Our lack of knowledge of the funda- 
mentals of thyroid function and the limit- 
less variability of the course and 
symptomatology of its disease, makes 
any scientifically based classification 
illusionary. The inter-relation of thyroid 
with the rest of the endocrine system and 
the fact that practically any symptom 
May appear during the course of the 
disease raises dysthyreosis above the 
level of a topical thyroid disease and 
requires consideration of the patient as 
a whole. 


It is obvious that any routine procedure, 
whether it is surgery, x-ray treatment 
or iodine medication may lead to failure. 


The thyroid offers special advantages 
for x-ray therapy: Diseased gland tissue 
is especially sensitive to x-rays and the 
superficial situation of the gland makes 
inspection, palpation, auscultation and 
the exact direction of the x-ray beam 
easily possible. Yet it must be kept in 
mind that part of the gland may be 
hidden under the sternum, which may 
be verified by diagnostic x-ray, and that 
ectopic gland tissue may exist in the 
thymus, tongue, neck or farther away in 
long bones, or in the spine. Such cases 
may account for failure of local therapy 
when confined to the normal site of the 
gland. 
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Dosage 

Much smaller doses than advocated in 
many papers are sufficient to secure good 
and lasting cures in most cases, espe- 
cially in fresh, acute, or highly toxic 
cases. The destructive dosage is only 
needed in a minority of cases with spe- 
cial histology, of long standing, and malig- 
nant tumors. 

Post-irradiation complications usually 
occur when routine technic has been 
given. They can be avoided by individ- 
ualizing the dosage; especially by giv- 
ing no bigger dose than required in each 
special case. Esophagitis, tracheitis, 
laryngitis, post-irradiation myxedema 
and skin lesions should never occur 
except in malignant tumors. 

Irradiation of the thymus and pitui- 
tary accelerates the healing process and 
also seems to prevent recurrences. 


Recurrences after surgical removal, 
offer difficult technical problems on 
account of adhesions and scar tissue 
interference. Lesions of the skin scar 
after operation yield easily to diathermy 
treatment. Post-operative myxedema is 
frequently cured by diathermy stimula- 
tion of the rest of the gland, if this is 
not atrophied completely. 

Malignant exophthalmus, which for- 
merly occurred post-operatively and led 
to the loss of one or both eyes, has lost 
much of its menace since all cases s0 
far treated with x-ray to the pituitary 
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have recovered without 


damage to the eye. 
Contraindications to Surgery 


In cases where surgery is contrain- 
dicated, as in advanced cases, severe 
cases refractory to iodine premedication, 
when the gland has grown backward 
and has invaded the post-esophageal 
or retrotracheal space, has grown on the 
vagus recurrent nerve or has become 
malignant, x-ray is the only available 
means to cure or alleviate the symptoms. 
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Basal Metabolic Rate 


The basal metabolic rate is one of 
the most constant signs of hyperthyroid- 
ism and, if sub-normal, of myxedema. 
In general, the basal metabolic rate 
responds promptly to x-ray treatment 
but often there is a lag of time. The 
basal metabolic rate, alone, is not 
diagnostic. 

































































7 Relief of Symptoms 
spe- One of the greatest difficulties is 
oxic, caused by the efficiency of the x-ray 





treatment. The relief of symptoms is 
so thorough and so painlessly achieved, 
that patients consider themselves healed 
and fail to return for further treatment. 
Palpitation and tremor as well as sweat- 
ing subside, in most cases, in a few days. 


Advantage of Flexibility 

In a doubtful case, we can give a cau- 
tious dose and wait a day or two for the 
effects, and then proceed in sufficient 
safety. 

Clinical deliberations make it appear 
that at least in a majority of cases, the 
goiter is only secondary, or a compensa- 
tory reaction showing. insufficiency of 

- the thyroid. 

The small x-ray doses, required in 
most cases, can ‘hardly be considered 
more than a stimulating dose. The time 
interval between irradiation and clinical 
improvement is too short to provoke any 
histologic change. 


Patients who do not respond to iodine 
administration, or those who become 
worse, are especially bad surgical risks. 
These may be readily detoxified by 
roentgen therapy. X-ray treatment does 
not cause surgical difficulties by form- 
ing scars and increased hyperemia. The 
palpable and subjective throbbing of the 
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glands subsides promptly after x-rays 
and the hyperemia is reduced. 


Conclusions 


1. With adequate dosage, x-rays have 
a specific effect on the diseased thyroid 
gland. The symptomatic response may 
be immediate. The sequence in which 
the various symptoms respond to this 
treatment vary and also the duration of 
the treatment accordingly. 


2. It is possible that on the whole less 
treatments would be necessary than have 
actually been given. A number of pa- 
tients have avoided treatment after the 
first successful series. When they later 
appeared, it was found that some of the 
symptoms at first persisted for weeks, 
then gradually disappeared after vari- 
ous periods without further treatment. 
Our knowledge is not advanced enough to 
state beforehand which symptoms may 
be allowed to persist for weeks without 
subjecting the patient to new x-ray treat- 
ment. 

3. Theoretically, the treatment should 
be carried through until the symptoms 
have all disappeared. The radiologist 
should not allow himself to be induced 
to an enforced treatment or obtain a 
quick and complete healing. If he gives 
way to such tendencies, he may be sur- 
prised to face varying degrees of myxe- 
dema within six months or a year. 

The basal metabolic rate is fallacious 
at times. One should never attempt to 
treat a thyrotoxicosis until the basal 
metabolic rate is normal as it is some- 
times very slow to return to normal. 

4. The end results are excellent within 
the limits of clinical possibilities. 

5. Danger of x-ray treatment to life 
is non-existent. 

6. Danger of producing hypothyroidism 
or damage to the parathyroids or neigh- 
bouring tissues is very remote, except 
in cases of malignancy. 


7. Every case should first be treated 
by x-rays including the especially malig- 
nant cases, 

8. In cases of long standing, myxedema 
may represent the final stage of involu- 
tion caused by 

a) Spontaneous exhaustion of the epi- 

thelial cells through long, persis- 
tent overfunction before treatment. 


ORIGINAL ARTICLES 


(b) Pressure of developing fibrous tis- 
sue. 


(c) Pressure of colloid accumulation. 


It may develop in far advanced, for- 
merly toxic disease, irrespective of the 
kind of treatment which may have been 
employed. 


9. The response of non-toxic juvenile 
goiters to the smallest doses of x-rays 
speaks in favour of the assumption that 
these goiters are underfunctioning thy- 
roid glands. 


10. X-ray treatment is specially indi- 
cated: 


(a) In all severe cases. 
(b) Cases with heart complications. 
ic) In all substernal cases. 


‘d) When symptoms recur after opera- 
tion. 


(e) In all toxic cases in children, young 
and very old persons. 


«f) In all mild cases. 
11. Surgery is indicated: 


(a) In all cases of malignancy with 
pre- and post-operative x-ray treat- 
ment, also in some cases of re- 
fractory adenoma. 


(b) In cases of severe pressure symp- 
toms which do not react in a few 
days to irradiation. 


(c) In cases of fibrillation or severe 
heart damage if improvement does 
not start within a few days after 
irradiation. 

(d) Occasionally for cosmetic reasons 
in giant tumors. 

(e) When x-ray treatment is not avail- 
able. 


12. Iodine treatment, except for pro- 
phylaxis in endemic districts, should 
be completely refrained from. 


13. The recently recommended thiurea 
and thiouracil treatments seem to act 
only symptomatically. They also have 
the disadvantage that they need many 
months of administration, that discon- 
tinuation leads to the reappearance of 
toxic symptoms, that it is repugnant to 
take and that the dangers from its tox- 
icity, especially in view of agranulocy- 
tosis and anemia, are very real. 


[Due to limitations of space, a number of 
case histories. submitted with this mazru- 
script, have been deleted.—Eb.] 


Discussion 

There is no doubt that roentgen treat- 
ment is very useful and that in some hos- 
pitals and clinics, it is used more than 
any other method. However, exaggerated 
claims are not likely to help the method 
of treatment but tend rather to hurt it. 
For example, the author lists several 
cases as having been cured with a single 
course of roentgen treatment. The ques- 
tion is, are these patients cured or was 
the apparently favorable effect merely 
the natural abatement of a crisis of 
thyroidism? These crises have a _ ten- 
dency to recur and diminish by them- 
selves. It is very difficult for anyone 
to say when a patient shows great im- 
provement after a single course of treat- 
ment whether the treatment had this 
effect or whether it was a natural and 
spontaneous occurrence. Nevertheless, 
there is no doubt that, when properly 
used in well selected cases, roentgen 
treatment is definitely and sometimes 
decidedly effective-—A. U. Dessarprns, 
M.D., Rochester. Minn. 


Reply to the Discussion 


I am well aware that spontaneous re- 
missions occur, especially in toxic cases, 
But such remissions are never sudden, 
while the results of x-ray therapy are 
more immediate. Distressing symptoms, 
such as palpitations, nervosity, tachy- 


cardia, tremor, anxiety are, in some 
cases, relieved within a few days after 
one single course of treatment. This 
speaks strongly in favor of applying 
x-ray therapy. One can, certainly, not 
know beforehand which case will show 
spontaneous abatement of symptoms 
and absence of later recurrences. In 
any case, the application of x-rays with 
the relatively small dosage needed is 
always harmless and may save the pa- 
tient months or years of distress and 
suffering, and bring relatively quickly 
the relief which may or may not occur 
spontaneously.—K.F. NaGELSCHMDDT. 
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Rheumatic Fever VIII: Orthopedic Conditions 


Causing Confusion in Diagnosis* 


By ATHA THOMAS* 
Denver, Colorado 


NFECTIOUS conditions to be differ- 
] entiated. 


1. Acute hematogenous osteomyelitis 


:. Acute 
arthrosis) 


3. Tuberculous arthritis 
4. Toxic monarthritis 


These conditions are difficult to diag- 
nose in the early stages. A careful 
history and a complete physical and 
orthopedic examination are needed. (Lit- 
tle known, is the orthopedic examination 
—one must look for muscle spasm, 
deformity, swelling; compare affected 
joint with the normal; for example, com- 
pare an inflamed shoulder with the unin- 
volved shoulder). 


Do not wait for development of x-ray 
changes in the bone, before diagnosing 
osteomyelitis. Osteomyelitis is often mis- 
diagnosed as rheumatic fever. 'The osteo- 
myelitis patient is profoundly ill, ex- 
hibits fever, leukocytosis, much pain, 
especially on being moved or touched, 
and localized tenderness. 


The point of maximum tenderness is 
close to the joint. With the extremity 
supported, gentle joint motion, espe- 
cially in flexion, does not cause pain. 
This differentiates it from acute arthri- 
tis in which motion is limited in all 
directions. One may aspirate a joint if 
there is any question of the diagnosis 
(aspiration is of great value in all joint 
conditions). 


Pain in the knee may be the only 
symptom of acute pyogenic arthritis of 
the hip. An orthopedic type of examina- 
tion will disclose limitation of hip joint 
motion in all directions. Traction and 
chemotherapy in pyogenic hip arthritis 
may lead to recovery of function. 


“Clinical Medicine staff notes taken at a 
Rheumatic Fever Refresher Course, Univer- 
sity of Colorado, June 1945. 


*Associate Professor of Orthopedic Surgery, 


vey of Colo. Medical School, Denver 
‘olo. 


supperative arthritis (py- 
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Acute tuberculosis of the hip can be 


of very acute onset with sudden pain 
and limping. 


Toxic (?) monoarthritis: Little fever, 
pain; limping, few systemic signs. Rest 
and traction will clear it up in a few 
weeks. 


Osteochondritis Juvenilis 


The x-ray is of no value early in this 
disease. Differential diagnosis: 


1. Perthe’s disease of hip: Recurrent 
limp, no systemic or laboratory find- 
ings. Rest must be given before de- 
formity and flattening of the head of 
the femur occurs. 


2. Tibial tubercle (Osgood-Schlatters 
disease): (a) Painful, tender tibial tu- 
bercle. Later, fragmentation appears. 
Treatment: Rest, no stress. 


3. Tarsal scaphoid (Kohlers disease): 
Resembles a flat foot, with pain in walk- 
ing, possibly slight swelling. 

4. Apophysitis: The 
densed and narrowed. 

5. Metatarsal (Freibergs disease): The 


head of the 3rd or 4th metatarsal change 
with stress in growing bone. 


calcis is con- 


Miscellaneous 


1. Flat feet (remember that the foot 
is pronated in most normal children): 
Foot strain and tenderness, slight swell- 
ing, spasm on motion. 


2. Slipped formoral epiphysis of ado- 
lescent in fat children, often in boys; 
the pain is often trivial, occurring after 
a slight fall; an intermittent limp ap- 
pears; later, sudden acute pain and 
inability to walk follows. 


All these are difficult to diagnose 
early. Careful history and orthopedic 
examination plus observation are essen- 
tial. Tell the patient to return for re- 
examination and further x-ray. 
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Appendicitis 
(GRADUATE COURSE) 
Edited by R. L. Gorrell, M.D., Clarion, lowa 


HIS material has been collected by 

the Medical staff of Clinical Medicine 
and through the Health Unit at Trinidad, 
Colorado. 

Comments on this Graduate Course 
were obtained from teaching surgeons 
in all parts of the country, regarding 
common errors, diagnosis and proper 
treatment of appendicitis. Because of 
duplications, credit has not been given, 
in every instance, for helpful suggestions 
but all commentators to this course will 
be found listed at the end of this pres- 
entation. 

We wish to thank all the surgeons 
and clinicians who have contributed and 
helped in the preparation of this ma- 
terial and to Professor Job of Loyola 
University School of Medicine who cor- 
rected the anatomic illustrations of our 
artist. 

The “Pictorial Section’’ on Appendici- 
tis which appears in Clinical Medicine 
June 1945 was also made up from sug- 
gestions received from commentators to 
this issue. 


“Normal” Appendix 

On a basis of history, elevated blood- 
count in physical examination, a diag- 
nosis of acute appendicitis is made in 
a fair number of cases. Even the gross 
appearance at operation may indicate 
acute appendicitis, yet the pathological 
report will be ‘‘normal appendix.’’—ALAN- 
son WEEKS, M.D., Surgical Service, St. 
Luke’s Hospital, San Francisco, Calif. 


Increased White Count 

An increase in leucocytes does not 
prove that appendicitis is present. Fecal 
impaction without local inflammatory 
change is often associated with a leu- 
cocytosis. Patients who hve fecal ob- 
struction, fecoliths, or packed fecal mat- 
ter in the appendix will often receive 
a diagnosis of acute appendicitis. — 
ALANSON WEEKS, M.D. 


Diagnostic Error 
Enteritis or colitis is a misdiagnosis 
given for acute appendicitis. —THomas 
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M. Joyce, M.D., The Portland Clinic, 
Portland, Oregon. 


Diagnostic Error 
Failure to make frequent observations 
and the performance of incomplete phys- 
ical examination. — Perr P. JoHNson, 
M. D., Surgeon-in-Chief, Beverly Hospital, 
Beverly, Mass. 


“‘Medical” Treatment 
There is no medical treatment for 
acute appendicitis. If there is any de- 
layed treatment, it is the delayed treat- 
ment of the complications of appendicitis; 
that is to say, peritonitis. — Robert 
Eitman, M.D. 


Diagnostic Pointer 
The most important pointer is the local- 
ized tenderness and muscle spasm over 
the appendix, especially when elicited 
by bimanual recto-abdominal palpation 
or vaginal palpation. Local tenderness 
may be slight or absent in retrocecal 

or in gangrenous appendicitis. 


Diagnostic Pointer 
The one objective sign is a point of 
definite tenderness, either on abdominal 
or rectal examination. —JoeL W. Baker, 
M.D., The Mason Clinic, Seattle, Wash. 


Diagnostic Pointer 
If pressure is made in the left iliac 
fossa which causes pain in the right 
iliac fossa, the patient almost certainly 
has appendicitis. — BARNEY Brooks; 
M.D., Department of Surgery, Vander- 
bilt University Hospital, Nashville, Tenn. 


Diagnostic Pointer 
In a few difficult cases a barium enema 
will visualize the cecum and occasionally 
the appendix, thus identifying the site of 
local signs with great accuracy. 


Common Error in Management 
(1) Delay in operating upon patients 
in whom acute appendicitis is a good 
possibility; or, delay in seeking surgical 
consultation in these cases. 
(2) The administration of purgatives 
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or enemas too early in cases of obscure 
aodominal pain. 

3) The application of ice bags to the 
right lower quadrant in an attempt to 
allay the pain. 

(4) The failure to perform an appen- 
cectomy when a mass is felt in the 
right lower quadrant of the abdomen, 
in patients with a history of less than 
72 hours duration, often times in spite 
cf the fact that the patient has been 
getting worse during the previous 6 to 
21 hours. 

5. The failure to drain appendiceal 
abscesses which progressively enlarge, 
and in patients who show persistent tem- 
perature elevation as long as 8 to 14 
cays after the onset of symptoms. 

6. The use of drains in the peritoneal 
cavity, in the absence of localized ab- 
scess formation. 

7. Keeping the patients in bed for too 
long a period following a simple, un- 
complicated appendectomy. —BEN R. THE- 
pauT, M.D., Grady Memorial Hospital, 
Atlanta, Georgia. 


Treatment of Acute Peritonitis 

Removal of the appendix is the first 
step in treatment, excepting those patients 
who are in such poor condition that they 
cannot stand an operation. Following 
operation, parenteral fluids should be 
given. A common mistake is to give 
glucose alone; this is worse than useless 
because it increases dehydration through 
transient diuresis. The fact that salt is 
just as important as water is often for- 
gotten. It is often necessary to give 
5,000 c.c. initially and from 3,000 to 
5,000 c.c. of saline or Ringer’s solution 
per day thereafter. 

Plasma or amino acids may be given 
to relieve the low blood-protein level. 
One can tell if the dehydration is being 
combatted if the red blood cell count 
gradually drops to normal and remains 
there and if the patient is putting out 
from 1,000 to 2,000 cc. of urine per day. 

Oxygen inhalations are of real value 
in patients with severe peritonitis as 
well as those with intestinal obstruction. 
The reason for this beneficial effect lies 
in the relief of anoxia, a defect which 
occurs in a great many very sick patients. 
It is usually unsuspected because there 
may be a few signs of respiratory 
difficulty. Brilliant results follow the in- 
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halation of pure 95 per cent oxygen with 
5 per cent carbon dioxide, given with 
the oxygen tent, which is best, the Booth- 
by mask, or nasal catheter. 

The sulfonamides are used, the sulfanil- 

amide crystals being employed locally, 
and suifadiazine solution given intraven- 
ously. 
Gastrointestinal decompression is ob- 
tained by using a nasal catheter in the 
stomach. Sulfadiazine plus sodium lac- 
tate will keep the urine alkaline. Roserr 
Extmaiw, M.D., Department of Surgery, 
Washington University school of Med., 
St. Louis, Mo. 


When to Operate 

In deciding upon the question of oper- 
ation the main concern is, first, has 
the patient acute appendicitis. Second, 
is the patient in sufficiently good shape 
to withstand appendectomy? IF the 
answer is yes to both questions, immedi- 
ate emergency operation should be car- 
ried out. If the patient is too ill to 
withstand leparotomy, preparatory meas- 
ures must be carried out covering a 
period of 12 to 72 hours. 

With the use of sulfanilamides end 
penicillin this period has been decreased 
considerably. —Ropert ELMAN, M.D. 


Nonoperative Methods 

First, use of continuous gastric suction. 
Second, the use of sulfanilamide and, 
third, the use of plasma transfusions. 
Continuous gastric suction is an efficient 
way of putting the bowel at rest. Sulfa- 
diazine may be used parenterally and 
sulfanilamide locally at time of opera- 
tion. —Rospert Erman, M.D. 

Surgical Principles 

Trauma to the abdominal wall is not 
nearly as important as trauma to the 
intraperitoneal structures. The incision 
should be made adequate in order to 
deal adequately with the intraoperitoneal 
lesion. Gentle surgery is nowhere more 
important than in the case of ruptured 
appendicitis. Gauze packs should not 
be stuffed into the peritoneal cavity. 
No unnecessary trauma to the small 
intestine should be carried out. —Rosertr 
ELman, M.D. 


Management of Appendiceal Abscess 

If, during the delay following peritou- 
itis, it seems to be localizing or if the 
patient develops a mass in the right 
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lower quadrant, the question is how long 
may delay be justified. I do not feel 
the abscess should be allowed to dis- 
appear spontaneously because (1) one 
cannot ve sure that such an abscess 
will remain localized and disappear. 
There is a definite danger of its opening 
and spreading to the rest of the peritoneal 
cavity. (2) One cannot be sure that 
the localized mass is actually an abscess. 
The mass may consist of loops of smail 
intestine and omentum which have be- 
come adherent to an acutely inflamed 
appendix which has not ruptured but 
might rupture at any time. —ROoBERT 
ELMAN, M.D. 


Postoperative Care 


The urinary output is an excellent 
guide to the achievement of fluid balance. 
The normal sized adult should excrete 
1,000 to 1,500 cc. daily. In many pa- 
tients the serum protein will be found 
to be low. Blood transfusions or plasma 
transfusions may prove life saving; as 
much as 10 cc. of plasma per kilogram 
of body weight may have to be injected 
and repeated in 24 hours. 

The amino acids are also valuable. 
Solutions containing 5% amino acids 
and 5% glucose with very little salt, 
given in two liters daily to the average 
adult, are of real value. 


Appendiceal Peritonitis 


In secondary peritonitis, following ap- 
pendicitis, the diagnosis should be made 
before perforation occurs, by recognizing 
the symptoms of primary lesion itself. 
In recognizing primary peritonitis, re- 
member that the disease springs full- 
blown with fever, abdominal pain, tender- 
ness, muscle spasm, nausea and vomiting 
without pfeliminary signs. Such a history 
in a child always should arouse a sus- 
picion of primary peritonitis, especially 
if diarrhea is also present and a positive 
blood culture is obtainable. — Rosert 
ELMAN, M.D. 


Postoperative Sulfanilamide 
The routine use of sulfanilamide has 
resulted in a lowering of mortality 
through the saving of the group of pa- 
tients who formerly died in spite of every- 
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thing else we were able to do for them. 
TI have made no other changes in my 
postoperative treatment. — CaLvin ).. 
SmMyTH, Jr. M.D., Director of Surgery, 
Women’s Hospital, Philadelphia, Pa. 

[This Graduate Course on appendicit's 
will be continued in a future issue cf 
CLINICAL MEDICINE, and will be illustrated 
wherever possible. Due to the fact that 
there was duplication in a number cf 
the suggestions by commentators, the 
list of contributors is much larger than 
apears, and a complete list of names wil 
apear later.—Ed.] 


Obscure Diagnosis: 
Nutritional Deficiency 


During the long period of ill health 
before clinical lesions of nutritional de- 
ficiency occur, the diagnosis is difficult. 
The physician should suspect  nutri- 
tional deficiency if history and examina- 
tion show: (1) inadequate diet, (2) food 
fads or diets, (3) alcoholism, (4) con- 
tinued unexplained fever, (5) intestinal 
tract lesions, (6) severe liver disease, 
(7) hyperthyroidism, (8) excessive mus- 
cular work without compensating dietary 
increase. 


Later, a precise diagnosis can be made 
by finding a neuritis (beriberi or thia- 
mine deficiency), inflammation of 
tongue and skin (pellagra), cracks about 
the corners of the mouth (riboflavin de- 
ficiency), small hemorrhages in skin, 
internal bleeding and gum _ changes 
(scurvy). 


Treatment should include a well bal- 
anced diet furnishing 4,000 calories daily, 
120 to 150 gm. of protein, many mineral 
and vitamin foods, plus a daily basic 
formula of thiamine, niacinamide, ribo- 
flavin and ascorbic acid, plus more of 
each of the specific vitamins that are 
deficient. Yeast and liver extracts are 
helpful. 


Remember: 


Deficiencies are usually 
multiple, and require all dietary supple- 
ments; proper care for the nutritionally 
deficient patient should extend over 


months and years.—Tom Spires, M.D. 
in ‘‘The Doctors Talk It Over’ (Lederle 
Laboratories, Publishers). 
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Appendicitis: Venous Drainage of the Appendix 


Vena Cave. Inferior 


Fig. 1. The appendicular vein drains 


infectious material. 


—— . 


7 (Liver Abscesses 


. 


pS : 
mesent¢ric vein 
\ 


Fig. 2. Liver abscesses may follow sup- 
purative appendicitis. Also indicated are other 
sources of infection into the portal vein, such 
as amebic ulceration, infected or injected 
hemorrhoids and infected rectal operations. 
Injecting an infected hemorrhoid or using a 
contaminated needle may be dangerous to the 
patient. (after Rutherford Morrison). 
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into the 
respectively, thence into the inferior vena cava. 


ileocolic vein, portal vein and liver 


The liver acts as a filter, straining out 


Tsolati e 
ileocolic vein 


r 
Ay ha . 
— we 


"f me 3 : “i 


Fig. 3. Prevention of liver abscesses. Bailey 
suggests ligation of the ileocolic vein. Bab- 
cock suggests incising the thrombosed, in- 
fected veins around the ileocolic angle, if the 
patient has chills during an attack of appendi- 
citis. Massive doses of penicillin may be an 
effective treatment. 
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Appendicitis: Complications of Mechanical 
Intestinal Obstruction 


If distention starts soon after the op- 
eration, is progressive, and fails to re- 
spond to prostigmin, pitressin or hot 
stupes, one should suspect an obstruc- 


tion. The temperature is usually under - 


100° F. 

Distention not relieved by the third 
postoperative day demands immediate 
treatment, whether pain is present or 
not. Most of a series of patients who 
died of intestinal obstruction postopera- 


rc mr Catheter on etreth 
(6vture being hed) 


Go-neen Slannn nny 


=D © Catheter at pest 


CGotore buried) 
(A tageatonn 
Fig. 


Fig. 
an appendix. 


1. Diagrammatic view, after Sam 
bowel obstruction secondary to a ruptur 


tively had bowel movements and passed 
some flatus almost to the day of death, 
(Jerry Zaslow, Am. J. Surg., Aug. 1944). 
Lesion: A loop of small bowel is 
trapped in a localized collection of or 
ganizing exudate. (See Fig. 1.) 
Prevention: Insert a gastric suction 
tube through the nose preoperatively and 
begin suction during the operation (See 
Fig. 2.). It is not necessary to pass this 
tube into the duodenum, because air 


Xa ; 
WAM 


Handley, indicating the small 


a pasaniie, or to removal of such 


Fig. 2. Sketch as the sim a type of continuous gastric suction so 


well emphasized 


Wangensteen ( 
before or du 


ter Illingsworth). If this tube is inserted 
postoperative distention and obstruction do not 


ring oper 
appear. Singleton feels that this S one of the greatest advances in surgery. 


Fig. 3. Technic adapted from Wangensteen, 
catheter while stretched, a single tie being placed in 


showing the nicking of a 


@ groove, and the 


burial of the suture by releasing the stretch. 


Fig. 4. The catheter is buried, held in place by two sutures places 
through the serosa on each side, the catheter tip inserted through a 


tab 
wound in to the bowel, and the whole buried with a continuation of the “infold- 
ing suture. 
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swallowed by the patients (the chief 
cause of distention) will be sucked out 
of the stomach and thus prevented from 
traveling down into the small bowel, 
(A. O. Singleton, Prof. of Surgery, Univ. 
of Texas Med. School) or a cecostomy 
tube may be passed into the cecum and 
ileum thru the appendiceal stump. 
Treatment: After distention has well 
developed, a duodenal tube or Miuiller- 
Abbott tube must be passed into the 
stomach and on into the duodenum. A 
few ounces of mercury placed in the bal- 
loon of the Miller-Abbott tube speeds 
its entrance into the duodenum (Har- 


Figs 


riss), when the patient is lying on his 
right side. 

If the distention is not relieved, surgical 
exploration with freeing of the kinked 
bowel and/or implanting a catheter in 
the distended small bowel, may be car- 
ried out under local anesthesia if neces- 
sary. 

Bailey mentions the type of patient 
who does well for 6 to 9 days postopera- 
ively, then suddenly begins to have pain 
and vomits. Such patients, despite the 
absence of fever, elevated pulse or dis- 
tention, are obstructed and need im- 
mediate care. F 


i ‘dde shows 
© fleid lewd 


Fig. 5. The relative position of the incision and catheter before inserting 


the retaining sutures on each side. 


Fig. 6. A flat x-ray plate of the abdomen showing multiple fluid levels of 
small bowel obstruction. A very diagnostic film is one which shows several 
layers of gas-containing small bowel crossing the middle abdomen and piled 
one vertically on top of the other (‘‘step-ladder bowel’’ loops). 


The Location of the Appendix 


1% physical diagnoses and surgery it is 
important that one be able to visualize 
the anatomy, relationships and blood 
supply, of the various anomalies result- 
ing from incomplete or variable rotation 
of the gut. The fact that there have 
been some half-dozen points for the lo- 
cation of the appendix, or that the point 
of maximum tenderness (McBurney) 
does not always have the same relation- 
ships, or that the signs and symptoms 
simulate those of salpingitis—indicating 
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a pelvic position of the appendix; renal 
calculus—indicating immediate relation- 
ship of the appendix with genito femoral 
nerve or ureter in the lumbar region 
(commonly retrocecal or retrocolic) ; gall- 
bladder lesion—indicating incomplete ro- 
tation with cecum and appendix attached 
to visceral surface of the liver; or even 
a left-sided appendicitis, all emphasizes 
the variableness of appendicular location. 

This variableness is easily understood 

(Continued on next page) 
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The Location of the Appendix 


if one can visualize step by step the 
changes in position of the ileocecal junc- 
ture (cecum and appendix) as it leaves 
the midline of a simple, straight gut 
and as the result of elongating growth 
forces moves into the left iliac fossa, 
then along the posterolateral abdominal 
wall toward the spleen, then to the right, 
inferior to the stomach and the visceral 
surface of the liver, then along the right 
posterolateral abdominal wall toward 
the iliac fossa. During the migration, the 
superior mesenteric blood vessels, lym- 
phatics and nerves have been carried 
along with the gut—as a matter of fact 
the root of the superior mesenteric artery 
is the axis around which the migration 
progresses. 


At any point in the immediate path 
of this migration (rotation) the cecum 
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Fig. 1 indicates the various positions as- 
sumed by the appendix and cecum during 
normal development in the fetus. If this 
process stops, the appendix may be found in 
any of these positions. Symptoms and signs of 
appendicitis may thus simulate cholecystitis, 
peptic ulcer, pancreatitis or other upper ab- 
dominal lesion. Occasionally the appendix is 
adherent under the liver edge or posteriorly 
and no tenderness can be detected. 


196 


and appendix may become attached by 
adhesions to some structure. The points 
of attachment are more likely to be in 
the left iliac fossa (possibility of left- 
sided appendicitis), the visceral inferior 
surface of the liver (topographically, 
gall-bladder), or any point between ‘he 
liver and the right iliac fossa, (hizh, 
low or intermediate positions). Develup- 
mentally the appendix is relatively long- 
er, of greater diameter and is terminal 
on the cecum until sometime after birth 
when it gradually assumes its adult 
position. 

Even when the cecum is within the 
right iliac fossa (high, low or interme- 
diate) the appendix may be found any 
place in the region—limited only by its 
cecal attachment. Varying portions of 
the appendix may be retrocecal, pelvic 
or iliac in position. 


esophagu 


-. superior 
eric artery 


iperior He sén atten (Bae Arlee) 


Fig. 2. Embryological Development of the 
Gastrointestinal Tract. The sketches illustrate 
the rotation of the intestinal loop around the 
superior mesenteric artery (adapted from 

ingham. 
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The Thyroid-Insulin Treatment of Cancer* 


‘{ROUGH the influence, which the 

endocrine glands exert on growth and 
development, any impediment to endo- 
crire functioning delays the embryonal 
cel! in attaining its differentiation and 
reaching its adult status. Its karyokinetic 
activity promotes the anarchic mitosis 
cheracteristic of malignancy at certain 
epcchs of life in which the endocrine 
glands undergo changes. Cancer may 
develop at any period of life but is more 
frejuent during the years of the so-called 
“cancer age.’’ Similarly, dysendocrine 
states appear at any age and manifest 
thernselves in cancer-afflicted youths. 


In my studies, I noted modifications 
in the basal metabolism readings (B. 
M.R.) in 28 patients with malignant tu- 
mors. Strick and Mulholland (1919) noted 
an increase of the B.M.R. in eight per 
cent of cancer patients; this increase be- 
ing ten per cent to fifty per cent in cases 
of gastro-intestinal cancer. Melka and 
Jasky also found the basal metabolic 
rate increased coinciding, they say, with 
the oxidation processes. 


Perachia (Cancro y Tumori, 1928) as- 
serted that these changes in the basal 
metabolism are due to the toxic products 
which are formed and discharged into 
the general circulation. 


Melka and Jasky determined the spe- 
cific dynamic action of the carbohydrates 
after the ingestion of seventy grams of 
glucose and found that the rise in the 
basal metabolism was 9.35 after forty 
minutes in one of them, and from ten 
to twenty per cent in the other, after 
sixty minutes. 


I have not noted modifications in the 
basal metabolism, in patients having be- 


nign tumors, that might be attributed 
to them. 


The B.M.R. is usually below normal 
in the early cancer. It is almost always 
above normal in the last stages. Out of 
twenty-eight patients, eighteen had fig- 
ures lower than minus ten, and the other 
ten showed figures above plus ten. The 
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condition of the latter was exceedingly 
grave. 


The histological structure of the benign 
tumors (fibroma, myoma, adenoma, etc.) 
did not change after the administration 
of sex hormones in large doses. In no 
case was a change from benign to ma- 
lignant observed in a tumor after the 
administration of sex hormones, but only 
an increase in size. 


A deterioration of the general and local 
condition was observed in the cancer 
patients following the administration of 
male-gonad substance. This fact, observed 
for several decades, has been confirmed 
by Rupel (Ernest Rupel, Southern Med. 
J., xxxvi, April 1943), who attributed 
some extraordinary cures, to castration 
in men with prostatic adenocarcinoma. 


The antepituitary extracts and antepi- 
tuitary gonadotropic hormones adminis- 
tered in large doses brought about a sin- 
gular improvement in a patient with mani- 
fest cancerous cachexia (HC. Cancer, M. 
B. & L. Antepituitary. R. Asoc. Med. J. 
Moreno, 15 April, 1941). 


The modifications noted in the basal me- 
tabolism in cancer patients, and the ex- 
periences of Neuman, (Bull. de Biologie 
et Méd. Expérimentale, Vol. 2, 1936) 
in spontaneous cancer of experimental 
mice, induced me to try a combination 
of thyroid and insulin in progressively 
large doses. Neuman noted that large 
doses of glucose accelerate the growth of 
the tumor by diminishing the tissue 
respiration and increasing glycolysis. The 
same author observed that insulin de- 
lays the development of neoplastic cells 
by increasing tissue respiration and di- 
minishing glycolysis; that is, increasing 
the sugar metabolism by means of the 
island-hormone of the pancreas. 


Martin. Lister and Strause (Journ. Clin. 
Endocrinol., Vol. 1, No. 5, May 1941), 
studying the factors that determine in- 
sulin-resistance, note among others: In- 
crease of the anterior-pituitary activity 
(the contra-insular hormone of Houssay) 
and an antagonism shown experimentally 
between hyperthyroidism and insulin. The 
observations of Cramer and Horming 
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with the thyro-tropic hormone of Junk- 
man (The Lancet, 230, 24, 1938) by means 
of which they checked the cachexia of 
Simmonds’s disease, (induced by large 
doses of folliculin, administered for a long 
time, and exerting a preventive action 
on ‘the histologic modifications in the 
antepituitary and mammary glands), and 
the simjlar experiences with the same 
thyro-tropic hormone, decided me to ad- 
minister thyroid and insulin to cancer 
patients, with the following results: 


Daily Treatment 

The daily simultaneous administra- 
tion of thyroid extract and insulin, with 
gradually increasing doses to the limit 
of tolerance, to several patients afflicted 
with advanced cancer, was followed by 
favorable reactions: 

1. Increase in weight and appetite. 2. 
Improvement in the general condition. 3. 
Considerable lessening of the pain; in 
some cases in a surprising degree. 4. Im- 
provement of the muscular asthenia. 5. 
Lessening of the edema. 

Thereupon, I inaugurated experiments 
with ten units of insulin and icc. of thy- 
roid extract, increasing the insulin from 
ten units a day up to from fifty to 
eighty units according to the tolerance 
of the patient, plus three or four cc. of 
thyroid extract. 

It is well to have on hand hypertonic 
glucose solution and let observation regu- 
late the amount of insulin. 

I studied the action of thyroid and 
insulin on a group of eleven cancer pa- 
tients with localization in tongue, mam- 
mary gland, stomach, intestine, rectum 
and uterus (all well advanced) to show 
that they experienced the improvements 
which I have mentioned. ‘The B.M.R. was 
between plus fifteen and twenty-five in 
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seven patients, and it was between minus 
seven and eighteen in four. After from 
three to four weeks, the action of the 
thyroid-insulin combination made itself 
felt in the apparently paradoxical fact 
that some patients with minus figures 
as well as patients with plus figures had 
reached normal figures while there was 
improvement in the general condition, 

The tolerance of the patient for high 
doses of insulin was always great. This 
is due presumably to the antagonistic 
action of thyroid extracts administered 
simultaneously, the more so as none of 
the patients had shown hyperglycemia, 
The hormone of the corpus luteum can 
have an inhibiting effect on the tumor 
growth through its antagonistic action to 
folliculin. Experimentally, this antago 
nism was demonstrated in the endome. 
trial proliferation (Glandulo-cystic en 
dometritis) which yields almost always 
to treatment with the corpus-luteum hor 
mone when it is administered in large 
doses and at the period of the correspond 
ing menstrual cycle. ' 

It is not demonstrated that the sex 
hormones can originate malignant tumors 
as an exclusive action. They may act 
as an inciting cause or as a cancerigenic 
factor in some subjects afflicted with a 
biological tendency to cancer. 


This is a summary of the results ob 
tained in my experimental work which 
coincides with the equation which, in 
actuality seems to regulate the problems 
of cancer; namely: 

Favorable territory plus cancerigenic 
agent equals cancer. 

Favorable territory minus the action 
of cancerigenic agent—no cancer. 

Cancerigenic agent plus no responsive 
territory—no cancer. 


Obviously, when a compulsory system of government- 
medical-care insurance is set up to embrace the bulk of a 
people, that is socialized medicine. When the Government 
hires doctors like postmen and pays them salaries, that is 
state medicine. The Wagner-Murray-Dingell Bill provides for 
both.—Christian Science Monitor, August 4, 1945. 
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EDITORIALS 


Psychosomatic Medicine 


I remember the feeling of polite dis- 
dain I felt for the psychoanalysis I 
heard of years ago when I was as 
busy as a cranberry merchant looking 
after the sick in my practice. Even 
today I fear that many of the younger 
men feel that same way about psychiatry. 
We are witnessing (even in the lay press, 
such as Life, Feb. 19, 1945) a change in 
our attitude toward the relation between 
mind and body, and it would seem 
that materialistic minded doctors are 
being put on the defensive and that the 
psychiatrist is in the saddle. 

All this reminds me of a paragraph 
found in Jan Smut’s Holism and Evolu- 
tionm—a book published in 1926: ‘The 
ideal personality arises only where mind 
irradiates body, and body nourishes 
mind, and the two are one in their 
mutual transfigurement . . . disembodied 
mind and disminded body are both im- 
possible concepts, as neither has meaning 
or function only in relation to the other. 
The popular view of their relation as 
one of mutual interaction is not cor- 
rect, as mind does not so much act on 
body as penetrate it, and thus act through 
or inside it.”” In some respects this 
seemed to be the view of Alfred Adler, 
of the school of individual psychology. 

The Russians under Speransky also 
magnify the part played by the 
nervous system in both physiology and 
pathology. 

Since Weiss and English’s text ‘‘Psy- 
chosomatic Medicine’ has been accepted 
generally, one should quote their defini- 
tion of the term: ‘‘We use the term 
(psychosomatic illness) in a wide sense 
to cover not only the physical manifesta- 
tions of neurotic and psychotic disorders; 
the diseases of the vegetative nervous 
system; but also, and more importantly, 
the great variety of mixtures of psy- 
chological and structural disorders which 
make up the bulk of the practice of 
medicine.”’ 


Such views we may accept but the 
views expressed by some of the writers 
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in the book entitled ‘Psychoanalysis 
Today’’ would seem to exaggerate the 
supremacy of the mind in its relation 
to the body and exalt their views of 
their art into a religion, disagreement 
with which would be a sin. Similarly, 
we must assume a critical attitude to 
some of the pronouncements of Flanders 
Dunbar and her associates, although all 
should be studied. 


The family doctor of today cannot 
afford to lose himself in the details of 
symptomatic treatment of bodily com- 
plaints but must keep his mind open 
and his senses alert to discover possible 
nervous or psychic origins of even such 
things as proneness to accidents, or to 
common colds. 

The laity, at least the readers of the 
better class of literature, know as much 
about medicine today as did the doctors 
of two generations ago. The debates 
on health insurance and public health 
measures are making the public more 
and more critical of their medical ad- 
visers. It is up to us to prove that we 
are better than the cultists, that we 
really are in the van of progress, and 
that the long and severe training now 
given the scientific physican is worth 
while. 


This can be done, not by retiring into 
an ivory tower, but rather by leading 
the laity in the flight for better health, 
instead of being pushed by our fellow 
citizens into doing things which we al- 
ready know we ought to do. Thus while 
the claims made by the adherents of 
psychosomatic medicine cannot be sub- 
stantiated by the use of Koch’s postu- 
lates, they can be subjected to search- 
ing analysis and what is good in them 
utilized in our daily practice—G. H. 
Hoxie, M.D. 


Compensation Neurosis 

Compensation neurosis: An anxiety 
state, born of fear, nurtured by litiga- 
tion, kept alive by greed and terminated 
by a verdict.—Foster KENNEDY. 
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Physician's Role in 
Health Education 

There is little doubt in my mind that 
the health education potentialities of the 
practitioner can best be realized by his 
concentrating on the specific problems of 
individual patients. By this, I mean that 
the practitioner should decide which edu- 
cational material (such as pamphlets) 
to use according to the specific inter- 
ests of the individual patient. Ideally, 
printed materials should be used to sup- 
plement the advice of the doctor and 
their content discussed with the patient. 
Practically, very few doctors believe that 
such procedures are worthy of their time, 
so if one depends solely on this method, 
the net results will be small. From the 
standpoint of the health officer, more 
will be accomplished if the physician 
keeps a pile of pamphlets in his waiting 


room than if he does nothing at all, 
Perhaps the best policy, to urge on te 
doctors, is to keep an assortment of 
informational materials in the waiting 
room, and to call attention to, and ex- 
plain, the ones of particular interest to 
specific patients. 


Generally, practicing physicians do not 
accomplish much good by giving talks 
before lay groups. There are exceptions 
to this rule, of course, but most doctors 
are unable to express themselves in 
language understandable to the laity 
when they talk about medical matters. 
A boring, incomprehensible address will 
only destroy public confidence and re- 
spect for its perpetrator and for the 
profession as a whole.—Rodney R. Beard, 
M.D., Department of Public Health and 
Preventive Medicine, Stanford Univer- 
sity School of Medicine. 


How Your Patient Learns "Health Facts" 

Until the physician, or his associations, tells the public the truth 
about health in simple terms and pictorial illustrations, the present 
method of gossip by well-meaning nitwits and much of the com- 
mercialized publicity will continue to misinform the average layman 
and result in unnecessary illness and death.-—Editors. 
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CLINICAL NOTES AND ABSTRACTS 


Treatment of Acute Appendicitis* 


= mortality rate from acute ap- 
pendicitis should continue to fall. 
Much progress has been made within 
the past ten years in the treatment of 
the disease. 

A more widespread familiarity with 
the symptoms of appendicitis prompts 
the patient to seek medical aid within 
a short time of the onset. Early diag- 
nosis and operation are the most im- 
portant factors in the decrease of ap- 
pendiceal mortality. Appendectomy for 
simple, acute, appendicitis is an opera- 
tion with little or no mortality rate. 

It is in the group of perforative ap- 
pendicitis with peritonitis or abscess that 
the mortality occurs. Delayed operation 
is often of great value if the patient 
remains under the careful observation 
of a competent surgeon. Appendiceal 
peritonitis responds well to expectant 
therapy, including gastric intubation, 
parenteral fluids, sulfonamides, and the 
maintenance of normal plasma protein 
levels with intravenous amino acids, 
serum albumen or whole blood plasma. 
Failure of residual abscesses to resolve 
is the only immediate indication for 
surgery. 

This plan for treatment of peritonitis 
of appendiceal origin places the 
emphasis on deferring operation until 
the acute symptoms have subsided. The 
appendix is removed to prevent further 
trouble after a convalescent period of 
three or more months. 

The successful management of ap- 
pendiceal abscess requires good surgical 
judgement. The progress of the inflam- 
matory process is measured by the white 


~ *Abstract of a paper on “Acute Appendici- 
tis’ by Drs. J. C. Burch and H. C. Fisher. 
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cell count, the temperature, the pulse 
rate, the general condition of the pa- 
tient, and the size of the mass. During 
the period of resolution the treatment 
is similar to that for perionitis: gastric 
intubation, adequate fluid balance, the 
maintenance of normal serum proteins, 
and parenteral sulfonamides. With this 
type of treatment it is necessary to 
drain relatively few abscesses. Most of 
them will resolve in a period of from 
five to ten days. Surgery should not be 
delayed as long, however, in the aged 
as in the younger age groups. 


When surgical drainage is necessary, 
the peritoneal cavity should not be con- 
taminated. The majority of abscesses 
are in contact with the parietal per- 
itoneum and should be opened through 
the area of contact. In those cases in 
which the abscess is not in contact with 
the lateral or anterior parietal perito- 
neum, the peritoneum should be opened. 
The site of the abscess may then be 
readily located, the peritoneum closed, 
and drainage secured posteriorly by an 
extra peritoneal approach. If an unsus- 
pected early perforation of the appen- 
dix, with local peritonitis, is encountered 
at operation the appendix should be re- 
moved without drainage. 


In general the following points in treat- 
ment are important in reducing post 
operative morbidity and complications: 
(1) The use of the McBurney incision, 
(2) The use of cotton suture material 
with careful hemostasis, (3) The restric- 
tion of drainage to frank abscesses, (4) 
The intra-abdominal use of chemother- 
apy in perforative appendicitis, (5) Am- 
bulation early in the post operative 
period. 
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Simple Gynecologic Practice 


It is best to examine patients before 
they have voided. This is vital for a 
correct evaluation of incontinence, for 
example. The taking of urethral smears 
after voiding is valueless for the correct 
diagnosis of gonorrhea and infection of 
Skene’s glands. The consideration of the 
bladder or fascial defect in cystocle and 
descensus uteri should always be made 
before the patient voids and then, after 
this observation, the patient may void 
or be catherterized and a pelvic ex- 
amination done. 


The cervix should always be traversed 
by a small probe or uterine sound in a 
complete gynecologic examination, un- 
less pregancy is suspected. Bleeding 
after this procedure is performed, un- 
der the usual aseptic precautions, will 
often bring to light an endocervical 
carcinoma or polyp within the canal 
and out of sight. The uterine depth may 
at the same time be determined. An 
attempt to learn if an infantile uterus 
is present and the presence of congenital 
anomalies is frequently discovered by 
this means. The passage of a sound 
may facilitate conception. 

Cervical anesthesia is a simple pro- 
cedure. A crystal of cocaine in the 
cervical canal preparatory to biopsy, 
curettage or slight cervical dilatation, 
will almost completely relieve pain. The 
injection of 1-20 cc of a one percent 
procaine solution lateral to the cervix on 
each side will also serve well. This type 
of injection, but deeper into the broad 
ligament has been employed in the 
treatment of certain types of dysmenor- 
rhea with encouraging results. 

Post-partum cervicitis and that asso- 
ciated with sterility are cured by dili- 
gence afid perseverance with mild 
caustics. I have had success with dry 
raw gauze as a swab for the cervical 
canal, pressing mucous from the glandu- 
lar depths. The use of 1-5 percent silver 
nitrate solution following this procedure 
will do much to relieve this condition. 
Plain powdered sugar, glycerine or ich- 
thyol, on tampon insertions, are also 
helpful adjuncts. 


Negatan is a colloidal preparation 
which is an excellent styptic. It is cheap 
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and very effective in the treatment of 
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cervicitis and Trichomonas vaginalis va- 
ginitis. Cervicitis can also be treated by 
light coagulation or by carbon-dioxide 
snow. 

















Knee-Chest Position 


For each treatment, the knee-chest 
position is effected as the rugae of the 
vagina are obliterated by the ballooning 
effect of air. Powder insufflation and 
local applications are, therefore much 
more effective. Uterine replacement is 
also simplified and the insertion of a 
pessary is less painful when the patient 
is in the knee-chest position. Tight pack- 
ing of the vagina, following replacement 
of the uterus, is easier—R. C. BENson, 
M.D., J.M.A. of State of Ala., April, 
1945, 

































Modern Physical Medicine 


Successful rehabilitation depends on a 
thorough co-ordination of all remedial 
measures from the bedside, through am- 
bulatory convalescence, right up to final 
reinstatement. 


Reduction in the period of convales- 
cence is just as important as the reduc- 
tion of hospitalization. The latter has 
been brought home to the profession 
through the shortage of hospital accom- 
modation. The former is equally impor- 
tant from the point of view of industry 
and from that of the patients’ economic 
circumstances. 


The medical profession must study and 
disseminate knowledge in what are the 
most effective measures for rapid and 
cemplete restoration after disability and 
condemn all personal idiosyncrasies in 
regard to methods which are proved to 
be wasteful and less than fully effective. 

Successful rehabilitation involves the 
rehabilitation of the whole man, psycho 
logical and social as well as physical. 

The medical profession must be made 
to realize the importance of job analysis. 
It should busy itself with the investiga- 
tion of job analysis from a medical point 
of view so that, among other considera- 
tions, its rehabilitation work shall be 
more purposeful and more scientific. 

Medicine must be prepared to advise 
cn the capacity in which a permanently 
disabled person may be most adequately 
and suitably employed. 
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Medicine must be brought to realize 
the importance of physical education 
and its interest and supervision enlisted 
in this highly effective factor in the 
maintenance and achievement of physical 
efficiency. 

Medicine must be prepared to extend 
its preventive aspect more completely. 
It must investigate and adjudicate on all 
measures likely to improve and maintain 
health in addition to concentrating on 
established disease processes. Such a 
preventive outlook demands investiga- 
tion of the so-called Normal, seeking to 
establish those ranges of normality, out- 


many cases, and I still have the feeling 
that it is perhaps more efficient than 
any other single routine we have used 
so far. 

“Once such patients are trained into 
normal habits, they remain normal from 
that time on. I can think of several 
cases who relapsed but generally speak- 
ing it is true.’ 

{Evhedrine delays bladder emptying 
and renders sleep lighter. One should 
instruct the patient not to drink any 
liquids after supper. An occasional case 
of enuresis is due to bladder neck ob- 
struction, with resultant dribbling, which 
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side which preventive measures must 


requires urologic treatment.—Ed.] 
be undertaken to avoid ultimate dis- 


es” 


ability — J. W. T. Parrerson, M.D., in 
Proceedings of the Royal Soc. of Med., 
February, 1946. 


Ephedrine for Enuresis 

The use of ephedrine sulphate (gr. %) 
at bedtime has been advocated in the 
treatment of nocturnal enuresis. This 
was helpful in military practice. Clinical 
Medicine asked W. E. Kittredge, M.D., 
Ochsner Clinic, New Orleans about his 
results over a period of years with this 
medication. 

He writes 


(May 3, 1946), ‘‘we have 
continued to use the drug with about 
the same degree of success as afforded 
in the original article. It is not perfect 
by any means but does help in a great 





Barbiturate Addiction 

Four groups of persons become ad- 
dicted to barbiturates: 

1. Persons who are psychologically 
normal, who have been given medica- 
tion during illness over a sufficient length 
of time, become habituated. 

2. Psychoneurotic persons of various 
types who have fundamental personality 
difficulties which cause them to lose 
sleep and become tense and nervous, 
and who escape from themselves by 
using barbiturates. 

3. Persons with psychopathic personal- 
ities but without psychoses. 

4. Persons suffering from associated 
psychoses.—R. H. Fer, M.D., U.S.P.H.S. 
J.A.P.A., Dec., 1945. 


“She wants to make a deposit.’’ 
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Anemia Treatment Errors 

“The most common mistake made by 
the general practitioner in the manage- 
ment of anemia is to simply diagnose 
anemia and to treat the patient with a 
combination of liver extract, iron and 
vitamins without determining which of 
these factors is needed, and without 
establishing a definite diagnosis as to 
what is the cause of anemia.’’—Letter 
from W. M. Fow.er, M.D., Professor 
of Internal Medicine, University of Iowa 
Hospitais, Iowa City. 


Diagnosis in Allergy 
I. History 
a. Symptoms suggest allergy. 
b. Allergy found in family. 
II. Clinical findings 
a. Wheezing, dyspnea, rhinitis, urti- 
caria. 
b. Relief by epinephrine. 
c. Relief by elimination of offending 
antigen. 
d. Symptoms by exposure to offend- 
ing antigens: 
1. inhalant; 
2. ingestion; 
3. injection. 
c. Relation of symptoms to pollen 
and mold count. 


. Skin tests given directly on patient: 
. Scratch test 
. Intradermal 
. Conjunctival 
. Nasal 
. Patch test for contact dermatitis. 
. Indirect tests on substitutes, such 
as passive transfer. 


. Laboratory 

a. Eosinophiles found in blood, spu- 

tum, secretions. 

b. X-Ray findings. 

c. Deereased vital capacity in 

asthma. 
—American College of Allergy, 
sive Course, Chicago, Nov. 1945. 


Inten- 


Aminophylline for Biliary Colic 
Aminophylline (theophylline ethylene- 


diamine) relieves biliary colic. Dose: 
0.5 Gm. (7% gr.) given intravenously 
slowly, dissolved in 10 to 20 cc. of sterile 
water, and repeated, if necessary, in 
< or 3 hours. 

The inhalation of amyl nitrate and the 
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dissolving of glyceryl trinitrate (ni‘ro- 
glycerin) tablets on the tongue some 
times relieves the spasm promptly. 


Morphine itself causes an increase of 
pressure in the common duct and only 
relieves pain eventually because of its 
central analgesic action.—A. GLApDsTove, 
M. D., in J.A.M.A., December 23, 1954. 


Treatment of Bronchial Asthme 


1. Cats and dogs should not be allowed 
in the home. Feather pillows should be 
removed or covered with a special, pro- 
tective case. The patient should not be 
near animals of any type. 


2. Food sensitivity should be thouzht 
of. 3. Dusts and chemical odors (house 
dust, barn dust, dust from old books, 
attics or clothing); burning of sulfur, 
bacon, trash or other material should 
be avoided; powdered or liquid insecti- 
cides should not be used. 

4. Chilling or swimming may bring 
on an attack. 5. Epinephrin 1:100 by in- 
halation often relieves mild attacks; 1: 
1,000 solution by injection into the fore- 
arm gives quickest relief. 6. Ephedrine 
or such similar products as Neosyne- 
phrine can be given orally for mild at- 
tacks. 


7. 10 to 15 drops of saturated solution 
of potassium iodide given three times 
daily will help loosen mucus and clear 
small bronchi of plugs. This medication 
may be given steadily for years, except 
for those patients who develop from its 
use a skin rash, nasal obstruction, swell- 
ing of the parotid glands or puffiness 
about the eyes. 


8. Theophylline-ethylenediamine (ami- 
nophylline) in doses of 3 % gr. im 
travenously will relieve many patients 
who do not respond to epinephrine. If 
complete relief does not follow, give 
six minims of epinephrine. 

8. Ether and oil, in equal parts, given 
rectally will often relieve an asthmatic 
crisis (one ounce or 30 cc. of the mixture 
is given for each 20 pounds of body 
weight). 

9. 500 cc. of 10 percent glucose so- 
lution given intravenously will help de- 
hydrated patients. 10. Penicillin and sul- 
fonamides will control associated infec 
tions.—Ray BatyeaT, M.D. in Proc. 
Balyeat Clinic, May 1946. 
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Necessity for Diagnosing 
Pa*ent Ductus Arteriosus 


Cnly a few years ago, one made a 
rouzh diagnosis of ‘‘congenital heart’’ 
discase and let it go at that. Then Gross, 
in 1938, first successfully ligated a patent 
ductus arteriosus and again diagnosis 
hac to be sharpened so that lives could 
be saved. 

Shapiro in J.A.M.A., Dec. 9, 1944, has 
recently summarized the findings that 
are necessary to make a diagnosis of 
patent ductus arteriosus: 

1. “Machinery” murmur—always pres- 

ent (most important sign). 

2. A thrill, palpable over the point of 
maximum intensity of the murmur 
—usually present. 

. High pulse pressure, pistol shot fe- 
moral sounds and capillary pulse 
(same signs that are found in aortic 
regurgitation) are found in 2/3 of 
cases. 

. Negative electrocardiogram in most 
cases. 

. X-ray showing slight enlargement of 
the pulmonary trunk (it may be 
necessary to take oblique films or 
to fluoroscope to determine this 
in early cases); enlargement of the 
right and left ventricles, and pul- 
monary trunk in advanced cases. 

. History of heart disease from early 
childhood. 

. Stunting of growth in many cases. 

. Absence of cyanosis and clubbed 
fingers. 

Differential diagnosis must include 1. 
venous hum, in infants and children: A 
continuous murmur heard over the base 
of the heart, usually not as loud as the 
machinery murmur. It begins in the ves- 
sels of the neck, may be heard over the 
base of the heart and not infrequently 
as far down as the apex. The murmur 
can be obliterated by moving the child’s 
head from side to side or applying pres- 
sure on the neck vessels with the fingers. 

2. The diastolic murmur of aortic re- 
Surgitation can be identified because 
there is invariably a pause between the 
systolic and diastolic murmurs. The mur- 
murs are usually heard lower down on 
the left border of the sternum. The blood 
pressure findings may be identical. X-ray 
studies show an enlargement of the left 
ventricle only and no enlargement of 
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the pulmonary trunk. The electrocardio- 
graph reveals a pronounced left axis 
deviation. 

3. Interauricular sepatal defect and in- 

terventricular septal defect must be 
ruled out. 
. What is the ductus arteriosus? In fetal 
life, the ductus arteriosus is a vessel 
which partially excludes the functionless 
lungs from the circulation by ‘‘short cir- 
cuiting’”’ the impure blood from the (left) 
pulmonary artery to the (left) aortic 
arch. The brain, head, neck and upper 
limbs are thereby assured of the purest 
blood because the ductus discharges into 
the aorta beyond the origin of the left 
subclavian artery. 

In the great majority of persons, the 
ductus is obliterated before birth and 
therefore carries no blood. It is then 
called the arterial ligament (ligamentum 
arteriosum). This excellent description 
was taken from J. C. Boileau Grant (“A 
Method of Anatomy’’; published by Wil- 
liams and Wilkins company. 

Once a patent (open) ductus arteriosus 
is ligated, the thrill and murmur over 
the heart disappear. Many of these child 
patients improve remarkably, once the 
load is removed from the heart. 


Furuncle in Ear Canal 
With a simple furuncle in the external 

auditory canal, the following prescription 

is useful: 
Sulfanilamide 1.42 gm. (gr. xxij) 
Sulfathiazole 1.0 gm. (gr. xv) 
Distilled water 3.0 cc. (dr. %) 
Wool fat 2.0 gm. (dr. ss) 
Petrolatum 12.0 gm. (dr. iij) 


Sig. Apply to sore ear every two hours 
with sterile cotton tipped toothpicks. 

If pain becomes severe, heat should be 
applied or warm, sterile irrigations of 
normal saline solution used. Don’t use 
phenol in glycerine, or the usual crop of 
boils will follow.—F. L. Wemue, M.D. in 
Med. Clin. N. Am., Sept. 1944. 


Diabetes Insipidus 

Many cases of polyuria and polydipsia 
observed in practice are psychogenic in 
origin and should not be treated with 
pituitary extract. The true etiology is 
usually evident from the history and 
can be definitely established by making 
the patient abstain from water, under 
which conditions, when the polyuria is 
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psychogenic, urine with a specific gravity 
of 1.010 or above will be excreted, 
Diabetes insipidus is often associated 
with destruction of the posterior pitui- 
tary gland, substitution therapy with 
posterior pituitary liquid, best adminis- 
tered in the form of a dried powder 
blown into the nose, is successful.—A. 
GRoLLMAN, M.D. in “Essentials of 
Endocrinology” (Lippincott). 


When Should Sex Hormones 
Be Used? 


Functional uterine bleeding: In the 
adolescent, bleeding is often self-limited 
and will correct itself without treatment. 
Thyroid extract should be given. Wom- 
en in the child bearing age should be 
treated by repeated curettage, if neces- 
sary, and thyroid extract should be given 
orally. Bleeding during the late repro- 
ductive and menopausal ages should be 
treated by radiation or surgery. 

Amenorrhea: Many cases of amenor- 
rhea, particularly in younger women, 
are subject to spontaneous correction or 
respond to a well balanced, vitamin 
rich diet and thyroid extract orally. 
Obesity should be treated with a low 
caloric diet. 

Sterility: The use of tubal insuffla- 
tion and endometrial curettage, as diag- 
nostic measures, are often followed by 
pregnancy. 

Habitual Abortion: General hygienic 
and medical measures to put the patient 
in the best physical and mental state, 
plus use of thyroid extract where a low 


basal metabolism exists, or fails to show 
the usual rise with pregnancy. 

Threatened abortion should be treated 
with bed rest, sedatives, avoidance of 
coitus, purgatives and excitement. 

The only objective test to indicate the 
need of sex hormone therapy is the 
uterine encometrium curettage (which 
can be performed in the office—Ec.) 
and histologic examination by a well 
trained pathologist. A thorough physical 
examination, with particular attention 
to the development of the genitalia, en- 
docrine stigmata and secondary sex 
characteristics, is helpful — Jacos Horr- 
MAN, M.D. (Jefferson Medical College, 
Philadelohia), in Medical Clinics N. 
America, Nov. 1945. 


Acute Knee Injury 

Simple traumatic synovitis is caused 
by injury, single or repeated, particu- 
larly of the internal lateral structures 
of the knee joint. The increased synovial 
fluid may be hemorrhagic, if the vessels 
of the capsule are torn. 

Appearance: The knee is swollen, the 
patella is pushed forward and a fluid 
wave may be elicited. Tenderness is 
generalized, due to increased fluid pres- 
sure throughout the capsule. The knee 
cannot be fiexed”"beyond 90° and extension 
is moderately limited. 

Treatment: The knee should be im- 
mobilized for four weeks, preferably by 
a skin-tight cast applied from the middle 
of the thigh to below the calf—G. E. 
CRANE, M.D. in Rhode Island M.J., Aug. 
1945. 


“Dr. Medico’s gland graft experiment seems to have 
been more successful than he figured.” 
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Asthmatic Dyspnea vs. 
Cardiac Dyspnea 


Brcnchial Asthma 

1, Paroxysmal dysp- 1. 
nea (allergic). 

. History of previ- 2. 
cus attacks. 


Cardiac 
Paroxysmal dysp- 
nea (cardio-renal). 
Few attacks. (do 
not live long; usual- 
ly 1% years.) 

: Pulmonary edema 
(failure of left ven« 
tricle). 

. Onset after 40, (us- 
ually). 

. High blood pres- 
sure, coronary dis- 
ease, aortic regur- 
gitation, chronic ne- 

itis. 
6. Absent. 


. Cbstruction of 
lower air pass- 


ages. 
. Onset early in life. 


. Allergy in patient 
end family. 


. Eosinophiles in 
blood and sputum 
(4-10%). 

. Wheezing, and 
prolonged expira- 
tion is heard all 
over both lungs. 


‘1. Moist rales, especi- 
ally at bases; some 
wheezing, not loud. 

Goes to bed feeling 
well in both cases. 

8. Cold clammy skin. 


. Often shock, 
. Heart dilated. 


. Pulse often thready 
and irregular. 

. Fear death, ‘“‘smoth- 
ering’’. 

. Morphine best, also 

ually gives relief; venesection;  digi- 

morphine is dan- talis or epinephrine 

gerous. is bad in these 

cases. 


. Warm irin 
skin perspiring 


. Condition usually 
ood 


good. 

. Heart usually 
small. 

. Pulse good. 


. No fear of death. 
. Epinephrine  us- 


. Positive . Negative. 

tests. 
| Elimination 15. Rest in bed, etc. 
courses give par- prolong life. 

tial or complete 

relief. 


—L. Uncer, M.D., Chicago. Ill. Ameri- 
can College of Allergy, Intensive Course, 
November, 1945. 
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Postoperative Nutrition 

Often, large meals are offered to the 
postoperative patient but one seldom 
takes the trouble to notice how little 
food is eaten. Failure to take food may 
be due to weakness, anorexia, nausea, 
or discomfort. The reason should be as- 
certained and analysed. 


Solid foods may be tolerated much 
earlier than usually prescribed and of- 
ten help relieve the tension and cramp. 
Fruit juices and milk are often not well 
tolerated and tend to form gas. 

The urinary output is a good index 
as to whether sufficient fluid is being 
taken. The daily urinary output should 
be at least 1,000 to 1,500 cc.—Dewnrr C. 
Daucuteay, M.D., in Am. J. Surg. Dec. 
1945, 
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Avoid Allergic 


Injection Reactions 

The patient complained of generalized 
burning and profuse perspiration immedi- 
ately after the intravenous injection of 
thiamine chloride. Two more injections 
were given during the following 20 days, 
without producing any symptoms. 30 days 
later, a similar injection caused im- 
mediate burning, sweating and death. 
(J.A.M.A., Feb. 23, 1946). The physician 
did not realize that there is a lapse 
of time between the sensitizing dose of 
any allergen and the development of 
antibodies sufficient to result in a severe 
reaction to a later injection. [Inject a 
drop or two of the medicine into the 
patient’s skin before giving any intra- 
venous injection; if a red wheal ap- 
pears, do not give the rest of the in- 
jection.-—Ed.] 


Dislocations 

Dislocations should be reduced im- 
mediately, as delay increases the swell- 
ing and the continuous pressure of the 
displaced bone may cause serious dam- 
age to the soft parts. In most instances 
general anesthesia is necessary for mus- 
cular relation. For dislocations produced 
by leverage the displaced bone must be 
replaced also by leverage, returning 
through the rupture which it produced 
in the joint capsule. 

From ‘Fractures and Dislocations for 
Practitioners,’”” by Epwry O. GECKELER 
(The Williams & Wilkins Company). 


Prostigmine for Infantile 
Cerebral Paralysis 


Oral administration of 5 mg. prostig- 
mine bromide decreases muscle spasm, 
‘thus helping the patient to relax suf- 
ficiently to allow slow, controlled move- 
ment of the extremities. Regardless of 
age, the minimum dose is 5 mg. (one 
third of 15 mg. tablet) given three times 
daily, then increased to 4 or more 
times daily at the end of 2 weeks. Re- 
sults are often noted in 2 or 3 weeks; 
therapy must be continued for at least 
6 months or until further improvement 
stops. — P. N. Jerson, M.D., (Philadel- 
phia) in J. Pediatrics, Jan. 1946. 
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THUMBNAIL THERAPEUTICS 


Chronic Otitis Media 


The ear is dried carefully with soft 
cotton, the base of which is attached 
to an applicator or toothpick. The meatus 
(canal) is then filled with exsiccated 
magnesium sulphate and lightly stop- 
pered with a piece of cotton, which is 
changed as it becomes wet. 

The osmotic therapy is useful in all 
types of painless otorrhea, and especially 
in the persistent, mucoid, viscid 
discharge so common in childhood.— 
WaTSON-WitiaMs, M.D., in Med. World 
(London), June 15, 1945. 

(Why not use dry salt? Ed.) 


Penicillin Failures 


1. Acne vulgaris 11 cases 
2. Asthma of probably bacterial 
origin 
3. Malaria 
4. Rheumatic Fever 5 cases 
5. Disseminated lupus 1 case 
—Cot. J. S. Sweeney, M.D., in J. Lab. 
& Clin. Med., Feb. 1945 


7 cases 
5 cases 


Repeated X-Ray Treatment 
of Cancer 


If it is possible to arrest malignant 
tumors of the breast for two years 
by irradiation, why not repeat the treat- 
ment every 2 years? Fractional or 
periodic irradiation spaced 2 or 3 years 
apart may arrest or destroy feeble can- 
cer cells which have become activated 
after a single series.—CHaRLES S. WHITE, 
M.D. (Washington, D.C.) in Am. J. Surg., 
Feb. 1946. 


For Sunburn 


Menthol 

Phenol 

Alcohol 

Magnesium carbonate 
Zine oxide aa 

Lime Water ad 


Penicillin for Vincent's Infection 

Forty-three patients with Vincent’s in- 
fection were treated with penicillin. 

25,000 units was given intra-muscularly 
every three hours. 

The average total dose was 721,00 
units. All patients were cured. It is in- 
teresting to note that oral temperatures 
frequently rose from normal to 99.6-101 
during the time the anti-biotic was given. 
—J. Lab. & Clin. Med., Feb. 1945 


Migraine 

Dihydroergotamine (Sandoz) is a safe, 
efficient medication for use in aborting 
acute attacks of migraine headache. It 
is not toxic as ergotamine and has no 
effect on the uterus. Dose: 0.5 or 1.0 
mg. in 1 cc. ampules.—B. T. Horton, 
M. D., in Proc. Staff Meet. Mayo Clinic, 
July 11, 1945. 


Vulvar Tumors 

Much of the most important of vulvar 
tumors is carcinoma, which is the third 
most common of all gynecological can- 
cers, being exceeded in frequency only 
by cancer of the uterus (cervix and cor 
pus) and cancer of the ovary.—Am. Jour. 
Surg., Nov., 1945. 


Anti-Asthmatic 
Ephedrinal Sulfatis 
Syrup Cerasi (N.F.) qs. ad 
Sig. One teaspoonful every four hours. 


Sulfasuxidine for lleitis 
Sulfasuxidine (Succinylsulfathiazole) 
may be used preoperatively and post: 
operatively in the treatment of ileitis. 
In the treatment of ileojejunitis, its con- 
tinued use together with injections of 
liver extract and blood transfusions has 
been beneficial—B. B. Cron, M.D. in 
Gastroenterology, Jan. 1945. 
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Significance of Joint Pain 
in Young Adults 


One hundred six cases of joint pain 
admitted to the hospital in a three month 
period were studied. Ninety-seven (92%) 
of these were clinically diagnosed as 
rheumatic fever. Eighty-five (80%) of 
the total had definite evidence of car- 
diac damage. Rheumatic fever must be 
kept continuously in mind in all cases 
of joint pain in young adults. It must 
be considered as the causative factor un- 
til definitely ruled out by careful obser- 
vation and cardiographic studies.—J. W. 
MarTIn. JR., M.D., in U.S. Nav. M. Bul., 
Jan, 1944, 


Facial Pain 

Infections of the teeth are a rare 
cause of facial pain, despite the laity’s 
and some dentists’ belief. A thorough 
neurologic examination should be made 
to rule out trigeminal neuralgia, brain 
tumor and other neurologic lesions. The 
eyes and sinuses are more common 
causes of pain in the face — A. Ear. 
WaLKER, M.D. in Med. Clin. N. Am., 
Jan. 1945 


Pernicious Anemia 

The diagnosis of pernicious anemia 
should be restricted to those patients 
presenting achlorhydria gastrica after 
hypodermic histamine injection, and 
showing a macrocytic (large red cells) 
anemia. — C. E. Farrar, M.D., in Med. 
Clin. N. Am., Jan. 1945. 


"Gallbladder Disease" 


Early congestive heart failure can so 
accurately mimic gall bladder disease 
that dyspnea on exertion should be in- 
quired and the heart’s size determined 
before advising cholecystectomy. —J. W. 
Scorr, M.D., in Canad. M. A. J., Feb. 
1945 
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Fatigue 

The first and most important step in 
the diagnosis of fatigue, according to 
Dr. F. A. Lawes (Medical Journal of 
Australia, November 11, 1944) is to ex- 
clude gross organic disease. The anemias, 
hyperthyroidism, hypothyroidism, Addi- 
son’s disease, chronic and symptomless 
septic absorption (especially in early 
tuberculosis) and diabetes are frequently 
characterized by the symptom of fatigue. 
Several mental states, expecially depres- 
sion and neurasthesia, are also char- 
acterised by fatigue. 


Continued Pain 
The patient who complains of con- 


tinued pain in one general area is not 
psychoneurotic. This insistence points to 
an organic lesion and not to a functional 
one. In the functional patient, other areas 
are sooner or later complained of.— 
Leroy SLoan, M.D. in Med. Clin. N. Am., 
van. 1945. 


Quinine Sulphate Hypo- 


prothrombinemic Bleeding 

Quinine sulphate administration causes 
a decreased blood prothrombin, and dan- 
ger of bleeding. This tendency to hypo- 
prothrombinemia can be prevented by 
concurrent administration of vitamin 
K. — L. P. Pmkx, Ph.D., in J. A. M. A., 
Aug. 11, 1945 


"Pituitary" Obesity 

Obesity is never due, insofar as is 
at present known, to pituitary deficiency. 
The so-called ‘‘pituitary obesity’’ pictured 
in textbooks may result from many 
causes but not from pituitary insuf- 
ficiency which always give rise to loss 
of weight.—ARTHUR GROLLMAN, M.D. in 
Essentials of Endocrinology (Lippincott.) 
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NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE, Waukegan, 
lll., is accompanied by a check for the published price of the book. 


Diseases of the Ear, Nose 
and Throat 
Principles and Practice of Otorhinolaryn- 
gology. 
By Francis L. Lederer, M.D., F.A.C.S., 
Head of Department, University of Illinois 
Medical College, Chicago, Ill. F. A. Davis 
Company, 1945, 4th Edition. $10.00. 


This is the most beautifully illustrated volume 
in the field. Black and white, and four color 
plates, show the appearance of the patient, 
the lesion, the pathologic anatomy and 
physiology. 

The text is very complete and unbiased (ex- 
cept for its discussion on chemotherapy in 
acute otitis media). 


Plaster of Paris Technique 


In the Treatment of Fractures, and Other - 
Injuries. By T. B. Quigley, Lt. Col.(MC), 
A.U.S., Instructor in Surgery, Harvard 
Medical School. MacMillan Company, 1945. 
$3.50. 


Here are brief practical facts concerning the 
application of plaster casts to all parts of 
the body. ‘‘Never apply adhesive tape to the 
skin under a cast. Approximately five per- 
cent of patients are allergic to adhesive tape.”’ 
“The patient is always right in his com- 
plaints of pain under a cast. . . . Undiminished 
pain four hours after recovery from an- 
esthesia should be regarded with grave sus- 
picion; for six hours is an indication for 
investigation and relief.’ Photographs illus- 
trate valuable details of application and how 
to use simple tables, broomsticks, chairs and 
other materials that are always available. 


Roentgenology of Digestive Tract 


By Maurice Feldman, M.D., Assistant 
Professor of Gastroenterology, University 
of Maryland.—The Williams and Wilkins 
Company. 1945. (2nd Ed.). $7.00. 


The clinician interested in diseases of the 
gastro-intestinal tract, the gallbladder and 
biliary tract, the diaphragm, liver and other 
abdominal organs will find here collected 
hundreds of sharp reproductions of roent- 
genograms and discussion as to the signifi- 
cance of each finding. 

Each modern technic is illustrated and brief- 
ly described, but this is not a technic book for 
the roentgenologist. The author has accumu- 
lated many references and material not 
commonly available. 
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Pathology in Surgery 

By N. C. Foot, M.D., Professor of Sur- 

gical Pathology, Cornell University Medi- 

cal College, New York City. J. B. Lippin 

cott Co., 1945. $10.00. 
This text presents only the pathology of the 
living, the vathologic changes that may be 
found in tissues removed at biopsy or opera- 
tion, the pathology that is so essential to the 
surgeon and to the patient. Each organ {is 
considered, together with lesions that are 
characteristic. Methods of staining are in 
cluded. 


One Hundred Years of Gynecology 
(1800-1900) 
By James V. Ricci, A.B., M.D., Clinical 
Professor of Gynecology and Obstetrics, 
New York College of Medicine; Director 
of Gynecology of the City Hospital, New 
York. The Blakiston Company, 1945. 
50. 
The inquiring gynecologist will welcome this 
magnificent, comprehensive compilation of all 
important references in the gynecologic litera- 
ture of the nineteenth century, laid out in 
orderly sequence. Comprising 651 pages, it 
is completely cross-indexed so that any topic 
or author can be found at once. 


Howell's Textbook of Physiology 


Edited by John F. Fulton, M.D., Sterling 
Professor of Physiology, Yale University 
School of Medicine, Fifteenth Edition. 
W. B. Saunders Co., Philadelphia. 1946. 


-00 

Howell's noted text has been revised by a 
group of physiologists headed by a very com- 
petent editor. It is not merely a revising of 
the material that was already in print, but 
rather many of the sections have been sub 
mitted in new form and content. ‘‘Howell’s” 
will continue to be one of the leading refer 
ences in the field of physiology. 


Modern Psychiatry 


By William S. Sadler, M.D., F.A.P.A., 
Consulting Psychiatrist, Columbus Hospt- 
tal, Chicago, Illinois. C. V. Mosby Com- 
pany, 1945. $10.00. 
The most understandable book for the general 
practitioner on “‘personology’’ and the minor 
deviations from the normal that he sees 60 
frequently. The author has a warm, sympa 
thetic approach to the physician's problems 
in psychosomatic medicine (asthma, peptic 
ulcer, hypertension) and psychiatry. 
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BOOK REVIEWS 


Preventive Medicine 
By Mark F. Boyd, M.D., M.S., C.P.H., 
Field Staff Member, International Health 
Nivision, Rockefeller Foundation. W. B. 
Saunders Company, 1945. $5.50. 


A beautifully and compactly written small 
text which includes all that any physician 
needs to know about preventive medicine. 


Shoulder Lesions 


By H. F. Moseley, M.D., F.R.C.S., Lec- 
turer in Surgery, McGill University. 
Charles C. Thomas, 1945. $4.50. 

A short, well written and illustrated text 
bringing our knowledge of the shoulder up 
to date, its structure and function, lesions 
and their treatment with novocaine injec- 
tions, physiotherapy, x-ray and surgery. At 
last, a surgeon who is open minded enough 
to realize the worth of procaine injections 
for painful musculo-skeletal conditions! 


Functional Foot Disorders 


By John Martin Hiss, D.O., M.D., Surgeon 
in Charge, Hiss Foot Clinics. Attending 
Orthopedic Surgeon to Wilshire Hospital, 
Los Angeles, Cal.—University Publishing 
Company, 1937. Price $6.00. 
The author has deviated from the common 
knowledge of foot and leg physiology and 
anatomy with startling revolutionary facts 
concerning the muscle balance of the foot in 


standing and in motion. One notable fact is 


that body weight transmitted through the foot 
in motion is through the cuboid and directly 
forward out through the metaheads, thereby 
completely changing the existing theory of 
the tripod distribution of body weight in the 
foot. Another fact is the non-existence of the 
metatarsal arch. In citing only the few in- 
stances of change from the present theories 
this work presents the most scientific inform- 
ative text available on the very important but 
extremely neglected subject of the causes, 
diagnosis and treatment of foot disorders. It 
is not merely another record of research 
work but a practical manual of clinical pro- 
cedure with a background of 25,000 cases 
handled. 


Numerous illustrations augment the clear 
detailed descriptions. 

Specializing physicians, chiropodists, and 
general clinicians will find in it many helpful 
and practical suggestions.—G.A.S. 


Textbook of Healthful Living 


By Harold S. Diehl, M.D., Professor of 
Preventive Medicine and Public Health, 


University of Minnesota. McGraw-Hill 
Book Company, 1945. (3rd Ed.). $2.75. 
A well trained physician writes in an inter- 
esting yet scientific manner of what the lay- 
man should know concerning maintenance of 
health and prevention of disease. The discus- 
sion on sex is thoughtful and well balanced. 


July, 1946 


Your Nerves 
(How to Release Emotional Tensions.) 


By Louis E. Bisch, M.D. Published by 
Wilfred Funk, Inc., 1945. Price $2.50. 


“An eminent psychiatrist tells you—in simple, 
heartening practical ferms—how to relax, 
calm your nerves, banish that tired feeling, 
and win victory over destructive nervous ten- 
sions that may be making you ill, unhappy 
and inefficient. . .”” 

The above blurb from the cover of the latest 
in the series of psychosomatic books written 
for the layman gives some idea of its con- 
tents. Such pseudo scientific ballyhoo is com- 
bined with sound ideas into a long manuscript 
filled with chatty anecdotes. 

If a person is seriously interested in im- 
proving his emotional status, there are many 
helpful points in this volume that he may 
profit by. 


Internal Medicine 
(Its Theory and Practice) 
Contributions by 26 American Authorities. 
Edited by John H. Musser, M.D., F.A.C.P., 
Professor of Medicine, Tulane University 
Medical School, New Orleans, La. Lea & 
Febiger. 1945 (4th Ed.). $10.00. 


1,518 pages of infectious diseases, systemic 
diseases, diseases of nutrition, allergy, meta- 
bolism, physical and chemical agents, and 
nervous system diseases, including the neu- 
roses, are presented for the medical student 
and practitioner. The authors of separate sec- 
tions are authorities in their field. It is 
especially timely because consideration is 
given to all tropical and protozoal diseases. 


The Attendant's Guide 


By Edith M. Stern, in collaboration with 
Mary E. Corcoran, R.N., Psychiatric 
Nursing Advisor, U.S. Public Health Ser- 
vice. The Commonwealth Fund, 1945. 
Price $.50. 


This small handbook fills an urgent need for 
orientation of mental hospital attendants and 
nurses to their duties and proper handling of 
psychotic patients. Fortunately, it avoids the 
diagnostic approach, but emphasizes the hu- 
man and humane attitude of understanding 
the psychotic as an individual who has per- 
sonal problems iust as the ‘‘normal”’’ individ- 
ual. The perusal and study of this small vol- 
ume should be a must to every neophyte, psy- 
chiatric attendant nurse and physician.—Ed. 


Women's Inner Secret 


By Edwin W. Hirsch, M.D. Research 
Publications, 1945. $1.00. . 


The author believes that all women should 
douche, that the technic of the douche is 
important and little understood, that a new 
solution (unnamed) is most effective and that 
few men or women understand the importance 
of the clitoris in stimulating sexual excite- 
ment. A Pocket size, Paper Bound, edition. 
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0 Oral Vitamin C. 

0 Penicillin Calcium 

() Nembutal—Sedative-Hypnotic 

(J Alkalol—Alkaline, Saline Sol. 

(0 Angier’s Emulsion—Expectorant 
(0 Argyrol—Nasal Infection 

(0 Ovoferrin—Colloidal Iron 

00 Diatussin—Whooping Cough 

(0 Luasmin—Bronchial asthma 


(0 Thesodate—Cardiovascular 
Disease 


00 Sulfacaine—Sulfa lozenges 

OJ Sal Hepatica—Laxative 

0 Soluble Iodine 

0 Penicillin Sodium 

0 Digoxin—Digitalis 

(0 Ferad No. 2—Iron Deficiency 
00 Privine—Nasal. Vasoconstrictor 


(0 Nupercaine—Burn ointment 


() Perandren—tTestosterone propion- 
ate 


(0 Pasadyne—Sedative 

0 Auralgan—Acute Otitis Media 

(0 Otosmosan—Chronic Otitis Media 
(0 Colmetanese—Brucellosis 


(J) Fellows Compound Syrup—Bitter 
Tonic 


(0 Sulfaguen—Sulfa Cream, 
Impetigo 


(0 Ceanothyn—Blood coagulant 


0 Elixir Bromaurate—Whooping 
Cough 


0 Diurbital—Vasodilator 
0 Endothyrin—Thyroid Extract 


(0) Hematocrin—Nutritional, Iron 
Deficiency 


1 Iodolake—Sinusitis 
0 Licuron—Bi-active antianemic 


C1 Vi-teens—High Potency Multi- 
vitamins 


() Contraceptives 

0) Calmitol—Anti-puretic 

(0 Oravax—Oral Cold Vaccine 

0 Nitranitol— 

(0 Vonedrine—Nasal Vasoconstrictor 
0 Honey-B—B Complex Syrup 

(0 Allantomide—-Sulfa Ointment 


0 Libejex—Parenteral Liver with B 
complex 


0) Numotizine—Decongestive anal- 
gesic 


0) Ertron—High Vitamin D for 
Arthritis 


00 Peacock’s Bromides—Sedative 
0 Sanmetto— 
(0 Hyperol—Menstrual Regulator 


(0 Gray’s Compound Syrup—Bitter 
Syrup 


OJ Pan-Enzyme-B 

(0 Heptuna—Multi-vitamin caps. 

0 Darthronol—Arthritis 

0 Portable Short Wave Machine 
(0 Sex Endocrinology—Booklet 

00 Progynon—Menopause 

(0 Foot Disorders 

(0 Ergoapiol—Menstrual Disorders 
00 Fergon—lIron Therapy 

0) Mucilose—Laxative 


(0 Parenamine—Parental Amino 
Acids 


00 Thyrobrom-Bromated Thyroid 
Tabs. 


00 Sodascorbate 

(0 Copperin—Copper-activated Iron 
0) Amphogel—Peptic ulcer therapy 
0 Kaomagma— 

0) Gastro Intestinal Record Forms— 
00 Sulfathiazole lozenges 

(J Chloresium—Chlorophyll Therapy 


© Menacyl—Salicylate therapy 
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